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MEETING OF THE OBSTETRICIANS AND 
GYNASCOLOGISTS OF THE EMPIRE 
ON JUNE 24. 


THIS important meeting, the arrangements for which have been 
noticed in previous numbers of this journal, took place on June 24, 
and may be said to have fully realized the anticipations which were 
formed concerning it. Such a gathering of British obstetricians and 
gynzcologists has never been seen in London before, and the impor- 
tance of the occasion itself, and of the results which may in the future 
be expected to accrue from it, were recognised on all hands. Despite 
the public alarm and distress excited by the announcement on the 
morning of the 24th of the serious illness of the King, the attendance 
both at the reception in the afternoon and at the dinner was very 
large. The proceedings at the reception were of an informal 
character, no speeches being made, the object of the gathering being 
to afford an opportunity for friendly conversation and intercourse. 
The dinner, under the chairmanship of Sir John Williams, Bart., 
M.D., was attended by about 160 persons, including a considerable 
proportion of ladies, members of the medical profession. About 
twenty persons who had signified their intention of being present 
were at the last moment prevented from attending. The list of 
names given below shows that the gathering was catholic in the 
widest sense, embracing representatives of practically all the British 
medical schools, of all the societies specially concerned with 
obstetrics and gynecology, and of many of the special hospitals 
for the diseases of women. That as a result of this meeting better 
co-operation of the workers, and co-ordination of the work done, in 
the various departments of the field of obstetrics and gynecology 
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may be attained, so as to reach definite results, is a hope upon which 
we set great store, and which we confidently expect to see realized in 
the near future. 

For the following report of the speeches at the dinner we are 
indebted to the editor of the British Medical Journal : 


The obstetricians and gynecologists of the Empire dined together 
at the Whitehall Rooms, Hotel Metropole, London, on June 24, with 
Sir John Williams, Bart., M.D., in the chair. 

The toast of ‘The King’ was proposed by Sir John Williams, 
who said that they little thought a few days ago, when a small cloud 
appeared in their sky, that it would prove to be the precursor of the 
outbreak of that day. The King was ill, and instead of taking part 
in the festivities and pomps of the Coronation ceremonies, he lay on 
a bed of sickness, on a bed, however, from which they soon expected 
to see him rise restored in health and strength to become their 
crowned King. For sixty years as Prince of Wales he had been the 
loyal subject of the Queen, while for forty years he had helped the 
Queen in the fulfilment of her high duties by relieving her of many 
of the functions and ceremonies which devolved on Her Majesty. 
The King had never been one to seek his own interests, and no one 
had ever been more alive to those of the nation. The King now 
occupied a throne vacated by one of the greatest and noblest 
monarchs the world had ever seen, who had reigned longer than any 
other Sovereign in their history. Her people had grown in wealth, 
prosperity, and happiness. Their condition had been raised socially, 
morally and intellectually, and the bounds of freedom had grown 
wider and wider, whilst science and learning had made gigantic 
strides. The necessities and comforts of life had been placed within 
the reach of all, and all the forces which tended to elevate the people 
had been favoured and fostered. 

_ After this toast had been duly honoured, the Chairman again 
rose and said that, with the permission of those present, he would 
send the following telegram to Her Majesty the Queen : ‘ Two hundred 
doctors, citizens of the Empire, assembled at the Whitehall Rooms, 
humbly present their earnest sympathy with Her Majesty, and express 
the hope that the King’s health will be speedily restored.’ 


Sir James Granam, M.D. (Member of Legislative Assembly of New 
South Wales, Mayor of Sydney, Lecturer on Midwifery, University of 
Sydney), in proposing the toast of ‘ British Obstetric Medicine,’ said that 
‘ the toast embraced a large segment of the medical circle. Under any 
circumstances he thought that anyone who ventured to propose such a 
toast might ask for the sympathy and crave the indulgence of an audience 
of that kind, composed of so many distinguished representatives of 
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obstetric medicine who, he was sure, were all much better qualified to do 
justice to the toast than he was. It was a happy inspiration on the part 
of their distinguished chairman and his friends that had led up to that 
unique gathering. It certainly was unique, because it had occurred and 
taken place at a time when the whole Empire during the last few hours 
had been attuned to the spirit of national rejoicing, and also because 
myriads of their fellow-citizens in all parts of the world had been looking 
to the city of London, which it was hoped would soon have seen the 
crowning of their King, for whose throne and person all their hearts were 
filled with affection. The gathering was also unique because it had taken 
place at a time when the angel of peace had again visited their land, 
smoothing the wrinkled front of war, and turning the horrors of a great 
campaign into a season of delightful pleasure. The history of British 
obstetric medicine might well be compared to the history of the Empire 
itself, from the time when it appeared as a small speck on the map of 
British medicine until the present day, when it stood forth in all its glory, 
honoured among the sciences, and recognised as an important branch of 
medical science. No field of art or science had been left unexplored by 
it, and it had annexed whatever it had discovered of use for its own 
purpose. In that process of growth it had attracted to itself a large body 
of distinguished men and of earnest workers, men who had been fired by 
the enthusiasm of scientific investigation and endowed with that tenacity 
of purpose which had done so much for obstetric medicine, as, indeed, it 
had done for their race. That was not the time nor the occasion, nor was 
he the proper individual to trouble them with the academic side of that 
question, but he could not let the occasion pass without expressing their 
sense of just pride and appreciation of the fact that among the great men 
who had adorned obstetric medicine the names of Simpson and Lister 
were acknowledged in all the world as those who stood first, for they had 
made experiment possible, and they had made possible experiment. 
They had opened up a large field of enterprise to the scientific worker 
which had brought obstetric medicine to the position it occupied at the 
present time, a position which was honoured and esteemed, and which 
was decorated with the garland that many a joyous mother and living 
child had woven round it. Some of those who had the honour that night 
of being at that banquet had their spheres of work in distant parts of the 
Empire. What the professional men on the other side of the world owed 
to the British obstetrician, to the British teachers, they could not 
adequately express. They fed them with their thought and with their 
work, which came from their energy and their genius, and nothing made 
the professional men on the other side feel their comparative national 
youth more than the fact that they had contributed so little to the common 
stock of obstetric medicine. In England they were rich in wealth of men 
and in clinical material. They were strong in that good custom which 
made success in their ranks only possible through the pen and through 
that fidelity to hospital work, which after all made the master mind. In 
those offshoots of Great Britain which were so soon to become the sturdy 
children of the parent stock, among whom the love for the old land was a 
passion, even among those who had never visited its shores, and who only 
knew its history from the lips of their parents, or from the pages of history, 
they not only loved England with a great passion, but there had been 
transplanted into those offshoots besides the old laws, customs, language, 
and religion, that intense love for the aspirations and ideals of those at 
home which they humbly and earnestly sought to follow. The lives and 
examples of the many great men who had adorned British obstetric 
medicine were to those on the other side of the world beacon lights which 
lighted their professional path, and which were rendered sacred by the 
memory of their character, of their labours, and their genius. He 
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reminded that great meeting that the toast of ‘British Obstetric 
Medicine’ not only included those distinguished leaders of that depart- 
ment, but it practically included the rank and file of the whole profession 
throughout the Empire. Their common calling, their common interests, 
their trials, their difficulties, their temptations, and their honours were all 
strands which formed the rope that kept them together. He concluded 
by hoping that it might be their good fortune to maintain the high 
traditions of their calling, and, if possible, to add to its history, and to 
hand down to others even a better record than they themselves had received. 

Dr. PETER Horrocks (President of the Obstetrical Society of London), 
in reply to the toast, said that in the first place he would like to thank 
Sir James Graham for the eloquent manner in which he had proposed the 
toast of ‘British Obstetric Medicine,’ and he would like to thank those 
present for the cordial way in which they had received it. The toast was 
not that of the British Obstetric Physicians, in which case they might 
have been open to the reproach of drinking to their noble selves, but the 
toast was that of ‘ British Obstetric Medicine.’ Last year it fell to his 
lot to read the obstetric literature of one hundred years ago, and he 
was much struck with the state of obstetrics at that time. It seemed 
to him that British obstetric medicine had made slow progress up 
till then. What they had been doing all those centuries he did not know, 
but perhaps the reason for the slowness was the contempt with which 
those who practised obstetrics were regarded. In 1825 Sir Henry Holford 
wrote to Sir Robert Peel that no man who had had an academic education 
ought to practise obstetrics. At the same time the College of Surgeons 
would not admit anyone to the Council or Court of Examiners who 
practised as an accoucheur. They had, however, changed all that. If 
they looked back at the past and compared British obstetric medicine 
with that of any other country, they might claim that the additions by 
British obstetric physicians to their knowledge of this branch had been 
eminently practical. When they came to the present time they found 
many who looked on them as specialists, and they thought and spoke of 
them as if they were very narrow, referring not only to their subject but 
to their minds. If they attempted to remedy that by extending their 
sphere of influence, they were told that they were trespassing on 
domains that did not belong to them. He did not think the definition 
that the field of their labours was bounded on the north by the dia- 
phragm, and on the south by the knees, was at all right. Obstetric 
medicine refused to have any such limitation. The ancient Greeks 
did not christen hysteria as hysteria without a cause, and when they 
came to consider the all-important réle of the nervous system in con- 
nection with the diseases of women, he thought they would see at once 
that it was absolutely impossible to define the limits of obstetric 
medicine. The subject was wide enough for him, for it was as long as 
medicine, as wide as surgery, and as deep as science. They had to 
treat cases of puerperal septicemia, which brought into play the whole 
of the problems presented to the physician. When they were operating 
on a pyosalpinx they were confronted with a case that required the 
highest skill in surgery. All the problems in the pathology, etiology, 
and treatment of disease came before them, and he maintained that it 
was impossible to extend their subject any more. At the present time 
obstetric medicine occupied a position which it never did before. He, 
remembered talking over the matter with a practitioner who told him 
that he thought that antiseptics and aseptics were all rubbish. ‘ Look 
at me,’ he said; ‘I have been in practice for thirty-five years. I was 
taught by Gull, Addison, Astley Cooper, Edward Cock, and Holden, 
and I do not think you can improve on them.’ He, however, saw 
in that practitioner’s surgery festering wounds, suppurating sores, and 
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so forth. He pointed this out to the doctor, who replied, ‘Oh, yes; 
but you see all that pus is laudable pus.’ That medical practitioner 
came up to Guy’s, and he (Dr. Horrocks) showed him over the 
hospital, and amongst the cases was an ovariotomy patient. The 
practitioner from the country said that in his day all the ovariotomy 
cases died. He took the doctor and showed him all the modern 
instruments at Downs’ establishment, and, finally, he took him to the 
bacteriological department, and cultivated from the deposit under his 
nails all the wild beasts ever known in the bacteriological world, and 
then at last that medical practitioner was convinced of the value of 
the new method. Continuing, Dr. Horrocks said that the future of 
obstetric medicine lay in the hands of those present that night. They 
heard much about federation. They were trying to federate British 
obstetric medicine, and an effort had been made to secure that end. It 
seemed to him that other nations, particularly the German, dealt with 
their material better than they did in this country, where there was a 
plethora of material, any amount of pathological specimens, but there was 
no time to study them for the purposes of publication. An attempt had 
been made to federate, and the thanks of the profession were due to 
Professor Sinclair for having initiated that movement. It had been 
brought to a head by the publication of the journal, which no doubt 
many of them knew, and which had nothing whatever to do with the 
society which he represented or of any other society. It was a journal of 
the British Empire, and that journal was to be one of the best journals 
published in any language, and it was their intention that nothing should 
go into it except what was worth reading. [The speaker was here inter- 
rupted by loud applause, and was understood to refer to the fact that 
many articles from foreign papers were translated into English which 
were not worth reading.] Continuing, he said he was happy to welcome 
some lady doctors amongst them, and in his opinion obstetric medicine 
would certainly not suffer at their hands. 

Sir J. Hariipay Croom (President of the British Gynecological 
Society) also replied to the toast, and said that Dr. Horrocks had 
answered for a department of medicine which was coeval with creation. 
His department, however, began only in his lifetime, and was about thirty 
years old. It was therefore with some diffidence that he represented such 
a juvenile society, but, young as it was, it had done remarkable feats, and 
had achieved brilliant results. No department of medicine or surgery 
had ever possessed such a band of devoted workers as gynecology, and 
he was proud to think that his school had been one of the first to inaugurate 
the study of gynecology. There could be no question that gynecology 
had left the shoals and quicksands of uncertain medicine and had launched 
into the pure waters of surgery. He recognised that the day was coming, 
however, when the pendulum would swing the other way, and there would 
be perhaps less surgery and more medicine in gynecology. They had 
good reason to thank the gynecologists who had been the pioneers in 
operative gynecology. There was another factor to be considered, in 
that he did not think that the day was far distant when the gynzcologists 
would disappear off the face of the earth altogether. He did not anticipate 
it would happen in their lifetime, but it would be in that of their sons, 
because gynecology was becoming an integral part of general surgery. 
Thirty years ago no surgeon would operate on the peritoneum or perform 
an ovariotomy, which at the present day every surgeon was prepared 
to do. He thought, therefore, that gynecologists would be eventually 
absorbed in the ranks of ordinary general surgeons. Gynecologists were 
but the offshoots of the obstetricians, and as long as they remained 
gynecologists they would have a warm place in their hearts for their 
foster-mother the obstetricians. In the time of stress and strain 
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for the obstetrician the young gynecologist would stand by them, for 
they owed them a debt of deep gratitude, and he hoped a day might 
yet dawn when his anticipations would be proved untrue, and the 
gynecologists would have become ‘ grave and reverend signiors’ like the 
obstetricians. 

Dr. W. J. Sinciair (Professor of Obstetrics and Gynecology, Owens 
College), who also responded to the toast, was understood to say that 
he did not exactly understand why he was speaking that night. The 
official heads of the great societies had addressed those present, and 
he had to perform the humble function of telling them that, after a large 
amount of correspondence in connection with a certain enterprise, the 
result was that he was convinced that if the zeal and enthusiasm for 
the honour and influence of British obstetric medicine exhibited by 
those in His Majesty’s dominions beyond the sea were at all equalled 
by that displayed by the men in this country, then British obstetric 
medicine would stand first in the world. Dr. Sinclair then referred 
to the fact that at one time the teachers of obstetric medicine were 
mostly pupils of Sir James Simpson, but at the present day he was 
informed that in the great hospitals and medical schools Scotland 
and Ireland were hardly represented. To judge from the continued 
laughter which then followed, the speaker proceeded to recount some 
witty anecdotes. The next point that the general body of guests caught 
was that in Dr. Sinclair’s opinion this country was greatly indebted 
to German gynecologists. The dinner that night was a great historical 
meeting, and he hoped that in some not remote period of time there 
would be a great British obstetric society, which would publish trans- 
actions from year to year, and would represent in an efficient manner that 
branch of medicine. 

Mr. ALBan Doran then proposed the toast of ‘The Guests,’ and 
said that the obstetricians and gynzcologists were like Abou-ben-Adhem 
in Leigh Hunt’s poem, who loved his fellow-men, for the list of the 
guests was almost as long as the list of Don Juan’s loves. He would 
begin with the mention of Mr. Henry Owen (High Sheriff of Pem- 
brokeshire). At Macbeth’s dinner, they would remember, one of the 
guests was a ghost, but their guest, Dr. Frederick Roberts, was by 
no means a ghost, but, on the contrary, was a wise and witty living 
physician. He turned next to those who were described in the 
Medical Directory as ‘members of the profession who have received 
titular distinction.’ He referred to Sir James Graham, Sir Douglas 
Powell, and Sir James Reid. Dr. Vivian Poore was also present, 
whose name was so well known in connection with public health. He 
would mention also Mr. Reginald Harrison and Mr. Sharman. In 
addition they had many lady guests present, constituting at that dinner 
what ladies who write novels would call a social phenomenon. They had 
present Mrs. Stanley Boyd and Mrs. Garrett Anderson. As representing 
the great medical papers, the Lancet and British Medical Journal, whose 
influence was felt beyond where the Union Jack flies, there were Dr. 
Giover and Dr. Dawson Williams. They were glad to see the great 
commonwealth beyond the Atlantic represented, because the Americans 
had done much for the science of medicine. They had among them 
Lieutenant-Colonel McWilliams from Western Australia, who was a hero. 
It had been said that life meant to be, to do, and to suffer. They all had 
to do that, but they did it at home in a chronic form. On the tented 
field, however, they saw life epitomized in its fiercest form of being, 
doing, and suffering, and there had leen no greater hero in the war than 
Lieutenant-Colonel McWilliams. [A great part of this speaker’s remarks 
was lost in the applause which greeted the mention of the name of each 
guest. | ; 
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Mr. Henry Owen (High Sheriff of Pembrokeshire), in replying to the 
toast, said that he believed he was the only layman present. He had 
been somewhat dismayed by the formidable Latin and Greek words he 
had heard. He thought that obstetvicus meant one who stood by, and it 
came afterwards to mean an obstetrician. Gynecology, he thought, was 
the study of women, and the ladies would say that whoever had mastered 
that science was a highly educated man. They of the laity were all in- 
debted to the obstetricians at an early period of their life; at any rate, 
there was one who stood by, and he possibly was an obstetrician. He 
would like to mention, in passing, that his early life was spent in the 
country, and he knew that no man did more useful work, often without 
fee or reward, than the country doctor. It had been also his good fortune 
to make the acquaintance of many eminent men in obstetrics and gyne- 
cology, for he had been an honorary secretary of a lying-in hospital. He 
considered that it was for the public good that those who were entrusted 
with the cases of childbirth and diseases of women should not only be 
skilful professionally, but should be also honourable gentlemen. It was 
not too much to say that it was the result of the life and the work of 
those who were present that night that medical science had reached the 
position it held, and it was fitting that their work should be crowned by 
that great Coronation Banquet. 

LIEUTENANT-CoLONEL G. F. McWittiams, M.B., M.P., Western 
Australia (P.M.O. Australian Commonwealth Contingent and First 
Australian Contingent, South African Field Force), also replied to the 
toast, and said that he was pleased to be there, as he was an Australian 
native and a graduate of an Australian University. He had visited 
England before when he was twelve years of age, but left when he was 
thirteen, after passing the Cambridge Junior Examination. No doubt he 
wanted to return to the sunny skies of his home, so he wrote to his people 
to say he would like to go back. He pursued his career in Australia at 
the Melbourne University. From the time he was thirteen he had never 
seen anything until then of what they called the Old Country. It was 
particularly gratifying for him to be in the position he was in that evening. 
In looking through the programme for that dinner he noticed that a little 
animal called the kangaroo was standing out very prominently. He 
thought all there that evening who had followed the South African War 
would agree with him that the Kangaroo was a fitting partner for the 
British Lion. He was chosen to represent the medical staff of the 
Commonwealth of Australia on account of the reason he had given them, 
because he was a typical representative of the Commonwealth from which 
he had come. He was early educated by his parents, who were born in 
England, to do what he could to render some little service towards the 
Empire, and at fifteen he joined a Mounted Infantry Company, and was 
very proud that he was a volunteer soldier of Australia. He passed 
through the ranks, and did the goose-step, and learnt how to form 
square. After ten years in the Combatant Force, and after serving as a 
military officer, he joined the medical staff of Western Australia. His 
task was rendered easy because when he first went to Western Australia 
the total number of registered practitioners was twenty-two. Western 
Australia formed one-third of the continent of the present Australian 
Commonwealth, so it would be seen that they had a good time in those 
days. When it was mooted that forces were wanted from Australia for 
the Cape, he had the honour to be the first to submit his name from 
Western Australia. Having lived among the people in his district for 
fourteen years others soon followed his example, and they went out and 
did what they could towards rendering a little assistance to the Empire. 
They now had peace which they had long desired, and he felt extremely 
proud of himself for having done what he could. He thought nothing 
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had effected more towards cementing the good feeling between the 
Colonies and the Old Country than their union in the conduct of the war. 
Referring to professional matters, he said that he knew from reading the 
British Medical Journal ana the Lancet the names of the eminent medical 
men, and he only hoped that they in Australia would have some eminent 
men in time. There were many medical men with himself who were of 
the first generation of practitioners in Western Australia, who, he would 
undertake, would strive to keep up the status of medical men, and 
endeavour to keep up their end of the stick out there. He had never 
addressed an audience of medical men of that size. He was a repre- 
sentative of the largest constituency in the Lower House of Parliament, 
but when he was talking to electors he was not talking to men who knew 
more about the subject than he did. If they had a gathering of medical 
men like that in Australia they would not have a medical man left any- 
where, and the patients would be having a good time on their own. They 
had, as was known, a branch of the British Medical Association in each 
of the States, and they had most loyal members of the Association. They 
always looked to the people at home to put before them a good example 
to follow. There was not, however, very much gynecological work ; 
the whole population of the States of West Australia was only some few 
hundred thousand, and the proportion of men to women was as five to one. 
Consequently they had not the material in that country to work upon 
that they had here, but with a little more emigration that condition might 
be altered. He was glad to see a federation between the Obstetrical 
Society and the Gynecological Society. He thought it was a good thing, 
and they should all try to work in unison because they were all members 
of the same fraternity. 

Dr. F. H. Cuampneys, in proposing the health of the Chairman, said 
that it was easier to speak well of a man behind his back than to say it in 
his presence. When that dinner was thought of it was clear there was only 
one appropriate chairman, and that was Sir John Williams. The position 
he occupied in their branch of the profession was second to none. He was 
acknowledged to be their leader, not only in regard to the opinion of the 
profession, but also in the estimation of the public. Long before Sir John 
Williams was known as the leader of his branch of the profession he was 
acknowledged as such by those who knew him, by his own fellows and 
peers. He had risen to the top in the same manner as cream rose, by the 
pressure of surrounding molecules. The notable gathering in which they 
had taken part was a proof that the position of the chairman was one that 
united the sympathy of all of them. That gathering represented not only 
medical men from all parts of the Empire, but also ladies who had 
occupied themselves with the profession of medicine, and were advancing 
it on their side. That gathering represented not only one school of 
thought, but also men of different aspects of thought, who had combined 
together for that gathering with feelings of mutual goodwill. Sir John 
Williams had often been asked to settle knotty questions, because every- 
one had the utmost confidence in his judgment and in his impartiality. 
They looked to him as a ready-made arbiter on doubtful points. The 
very pleasant evening they had passed was largely due to his personal 
and social qualities, and he asked those present to join him in drinking 
the health of the chairman. 

Sir Joun WILtiams, in replying to the toast, said he hoped that 
that meeting would prove of far greater interest than simply affording a 
pleasant evening. He thought that the movers who were interested in 

' bringing them together had further views than simply providing a pleasant 
evening at the time of the Coronation. The object was to bring together 
the scientific workers in that branch of medicine throughout the British 
Empire. They had heard a good deal of federation during the last two 
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or three years, and they wanted a federation of scientific workers through- 
out the British Empire; they wanted their work co-ordinated so as to 
attain distinct and definite objects. Reference had been made by Dr. 
Sinclair to the work done in Germany. Germany had for some years 
surpassed other countries in co-ordinating the work done by their scien- 
tific workers in laboratories and in hospitals, and that is what they wanted 
to do here. He hoped that that would be taken up warmly in the 
dominions of the King beyond the sea. They heard a good deal of the 
value of comparative pathology and of its service to medicine. Unques- 
tionably comparative pathology was a most important element in the 
treatment and knowledge of disease. But they wanted also more in- 
vestigation in regard to comparative human pathology. The British 
Empire consisted of many races, and it was only at the present time that 
the study of comparative human pathology could be carried on, because 
the races would mingle, and the result would be a mixture of races 
with no distinct characters. Thus the study of comparative human 
pathology could not be carried on except as he had explained. There 
were many other subjects which had required study, which could only be 
done by co-ordinating the work carried on in the Empire, to which their 
friends abroad could contribute very largely. Dr. Horrocks had referred 
to the work done for this movement by Dr. Sinclair, and they were 
greatly indebted to Dr. Sinclair for the idea, which was his suggestion. 
Sir John Williams concluded by saying that the success of the dinner was 
due to their active secretary, Dr. Eden. The work he had done was 
marvellous ; he had taken the matter up warmly, and had been thoroughly 
successful, and he trusted that Dr. Eden was thoroughly satisfied with 
the success of his efforts. He therefore had the pleasure of proposing the 
health of Dr. Eden. 

After Dr. Epren had acknowledged the toast in a few words, the 
company separated. 


The following reply to the telegram mentioned above was sent 
to Sir John Williams by the Hon. Sidney Greville on June 26: 
‘I am commanded by the Queen to ask you to kindly convey Her 
Majesty’s thanks to the doctors assembled at the Whitehall Rooms, 
Hotel Metropole, for their sympathy.’ 


The guests included the following: 


Sir JAMES REID, Bart., K.C.B. 

Sir DOUGLAS POWELL, Bart., M.D. 

Sir JAMES GRAHAM, M.D. 

HENRY OWEN, Esq., D.C.L. 

Dr. VIVIAN POORE. 

Mrs. GARRETT ANDERSON. 

Dr. PUREFOY. 

Dr. DAWSON WILLIAMS. 

Dr. Hope LEwIs, Auckland, New 

Zealand. 

Lieut.-Col. MCWILLIAMS, M.B., 
West Australia. 

Mr. REGINALD HARRISON. 

Dr. FREDERICK ROBERTS. 

Professor PATERSON. 

Mr. STANLEY BoypD. 

Miss Cock, M.D. 

Major BURKE, I.M.S. 


Dr. ROBERT HUTCHINSON. 
Mr. JOSEPH GRIFFITHS. 
Mr. EDWARD THRING. 

Mr. JAMES BERRY, 

Mrs. DICKINSON BERRY. 
Dr. PERCIVAL WHITE. 

Dr. IRWIN, New York. 

Dr. TWYNHAM. 

Dr. HOSKIN. 

Dr. WIGHTWICK. 

Dr. E. A. BARTON. 

Mr. SHARMAN. 

Miss CARGILL. 

Miss GARRETT ANDERSON. 
Miss WICKHAM. 

Dr. VINTER. 

Mrs. KEITH. 

Dr. CURRIE. 
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The Vice-Presidents were : 


Dr. WATT BLACK, London. 

Dr. W. J. SINCLAIR, Manchester. 
Dr. C. H. F. RoutH, London. 
Dr. H. Briccs, Liverpool. 


The remainder of the company was 
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ON THREE CASES OF TUMOURS OF UNUSUAL 
TYPE AFFECTING THE OVARY AND 
BROAD LIGAMENT.* 


By J. B. HELLIER, M.D. Lonp., 
Obstetric Physician to the Leeds Infirmary, 


AND 


W. MAULE SMITH, M.B., Cu.B. Epin,, 


Pathological Curator to the Leeds Infirmary. 


THE chief interest of these cases lies in their pathological features. 
We will give a brief account of their clinical history, and then describe 
in detail the results of the very interesting study made of the nature 
of the growths removed. At the present time the pathology of 
ovarian and kindred tumours is very far from being completely 
worked out, and an accumulation of pathological records and data 
is a desideratum. These cases are published as a contribution to 
the investigation of this subject. 

Case I.: Solid Ovarian Tumour showing Peculiar Structure ; 
Ovariotomy ; Recovery.—Mrs. H., aged forty-four, married eighteen 
years, nulliparous, consulted Dr. Hellier in January, 1902, for an 
abdominal tumour. A hard lobulated tumour-was found rising out of 
the pelvis and reaching two-thirds of the distance to the navel. On 
vaginal examination it was evident that the uterus was not enlarged, 
and was but slightly attached to the tumour. The patient was a 
stout, healthy woman. The growth had been noticed for three years, 
and there had been no serious interference with the general health. 
Menstruation was irregular. The tumour appeared to be myomatous, 
and probably ovarian, and she was advised to have it removed. She 
was admitted to the Infirmary, and ovariotomy was performed Feb- 
ruary I. The tumour was solid, attached by a good pedicle to the 
left side; no adhesions. The right ovary was healthy, and was left 
untouched. The abdominal wound healed by first intention. She 
is now (May, 1902) in perfect health. 

The naked-eye appearances of the tumour after removal seemed 
to be those of ordinary fibromyoma. 

The tumour weighs 2 pounds 4 ounces. It is rounded in shape. 


* The clinical notes are by Dr. Hellier, the pathological descriptions by Dr. 
Maule Smith. 
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It is smooth and nodular on the surface. At one part is a nodule 
larger than the others. This represents the ovary (Fig. 1). The 
growth is very hard. On section the colour is pale ; the bloodvessels 
appear scanty; the bands of fibrous tissue run in different directions 
and interlace. The cut surface has the appearance of an ordinary 
fibroma. It is extremely.dense, and there is no evidence whatever 
of degeneration. The cut surface of the ovary very much resembles 
the other parts of the growth in density and pallor, but the inter- 
lacing of the fibres is not so well marked. From the ovarian hilum 
bands of tissue can be followed into the tumour mass. The Fallopian 


FIG. 1.—SECTION OF TUMOUR—CASE I. 


tube is elongated over the surface of the growth and embedded in it. 
The fimbriated end can be distinctly seen on the surface. 

Microscopically—The growth is composed of dense fibrous tissue, 
in which can be seen strands of non-striped muscular fibres in small 
amount. The structure is the same in the ovary as in the growth 
outside it. At the hilum the tissue can be seen passing from the 
one part to the other. The normal structure of the ovary is com- 
pletely replaced by the new growth. No vestige of ovarian tissue 
can be made out. 

The most interesting feature about this tumour is the following. 
Scattered throughout its entire extent are alveoli of cells (Fig. 2). 
They are fairly large, and irregular in shape. In places they are 
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almost columnar ; in other situations they are more rounded. They 
havea round nucleus, and appear to be quite different from the cells of 
the stroma. They look altogether like epithelial cells. The alveoli 
are usually made up of one layer of these cells. Sometimes two 
layers are present. The spaces in which they lie have no lining 
membrane; they are apparently growing independently in the tissue 
of the tumour. 

The sections containing the Fallopian tube and adjacent tissue 
do not contain these epithelial elements. The lining of the tube is 
perfectly healthy. 

The growth would appear to be something more than a fibro- 
myoma. The presence of these epithelial cells pervading the whole 


F1G. 2,—SOLID OVARIAN TUMOUR. ALVEOLI OF CELLS 
GROWING IN THE TUMOUR. xX I05—CASE I. 


structure very strongly suggests the presence of malignant disease. 
Yet the naked-eye appearance, the encapsulation, the want of adhe- 
sions, the non-infiltration—so far as could be judged at the time of 
operation—of neighbouring structures, are in favour of the growth 
being benign. 

Myomata, fibromyomata, and fibromata of the ovary are relatively 
infrequent, the first-named being the least often met with. Such a 
condition occurring in a solid fibromyoma is certainly very unusual, 
no similar instance having been mentioned in the literature examined 
bearing on this subject. Dr. Beatson reports a case of probable 
carcinoma occurring in a fibromyoma which had undergone extensive 
cystic degeneration, so that only a mass of growths about the size of 
a fist was found in the inside of the tumour. It showed a condition 
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somewhat resembling this one. It consisted of alveoli of epithelial 
cells lying in a stroma of fibrous tissue. As to the source of the 
epithelial cells there must be some doubt. The epithelium of the 
Graafian follicles first suggests itself as the most probable origin. 
Microscopical appearances do not quite confirm this view. The 
tumour does not show any trace of proliferating Graafian epithelium. 
None of the cells seem, from being more developed than others, to 
indicate ova, as is the case in such tumours which have their origin 
from the Graafian follicles. 

Case II.: Malignant Tumours affecting Both Ovaries, complicated 
by Pregnancy ; removed Two Weeks after Labour ; Early Recurrence.— 
Mrs. W., aged thirty, married twelve years; eleven children and one 
abortion. She had enjoyed fairly good health up to her last con- 
finement, ten months previously. After this she felt unusually weak, 
She became pregnant, and pregnancy ran a normal course, but for 
seven weeks before admission she had complained of abdominal pain, 
with attacks of cramp and vomiting. She was admitted December 31, 
1901, into the medical wards. A tumour was found in the left hypo- 
chondrium, and the uterus was seven months pregnant. It was not 
at first clear whether the tumour was uterine or ovarian, elevated by 
the pregnancy, or whether it sprang from the spleen or elsewhere. 
Premature labour came on, and she was delivered of a seven-months 
child, which died in six and ahalf hours. The tumour then descended, 
and lay in the lower part of the abdomen, reaching from the pelvis to 
three fingers’ breadth above the navel. The patient was thin and ill, 
and had a persistently high temperature, and there was some tender- 
ness over the tumour. It was decided to remove the growth by 
abdominal section. This was performed on January 21, 1902, under 
ether. 

The growth appeared to be a large solid ovarian tumour, spring- 
ing from the left side, and adherent to the omentum. The right ovary 
was also the seat of solid enlargement. Both ovaries and the greater 
part of the omentum were removed. There was free ascitic fluid in 
the abdomen, and there were rough secondary deposits on the pelvic 
peritoneum. With the help of hypodermic strychnine injection and 
saline intravenous injection, she stood the operation well. Recovery 
was complicated by an attack of parotitis. The wound healed well. 

On March 4 she went home, but it was thought that some further 
growth in the pelvis could be detected. When seen later it was 
plain that the growth was extending. In view of the extensive disease 
of both ovaries, it is remarkable that the patient should have become 
pregnant at all. Still, the ovaries were not seen till seven and a half 
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months after conception, and this period allowed time for extensive 
changes to develop. 

She died May 13, 1902, much emaciated and vomiting per- 
sistently. Post-mortem was refused. 

The growth weighs 4 pounds 2 ounces. It is rounded and 
smooth in appearance, and encapsulated. On its upper surface are 
lying the ovary, Fallopian tube, and a small pedunculated mass near 
the site of the ovary, which shows the same structure as the tumour 
itself. In the recent state these structures could be raised up from 
the tumour, which was seen to pass upwards towards the hilum of 


FIG. 3.—SOLID TUMOUR GROWING IN BROAD LIGAMENT—CASE 2. 


the ovary, and to be growing into it (Fig. 3). They were contained 
in the fibrous layer which to all appearances was the broad ligament. 
This could be traced over the surface of the tumour for a considerable 
distance. But over the lower part of the sides of the growth it was 
much attenuated, and tore readily. The growth appeared to be 
spreading into the ovary by passing along the layers of the broad 
ligament, as masses of the tumour clung to the ligament on its being 
stripped. The Fallopian tube was partly surrounded by the growth. 

On section, the tumour was found to be solid, except at its centre, 
where there was a small cystic cavity with uneven walls, and con- 
taining a small quantity of blood-stained fluid. Round the edges of 
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this sgace the tissue had a different appearance from the surrounding 
parts. The general colour of the growth was yellow, and looked 
as though much fat were present. Round the central space the tissue 
was much paler. The tumour was not very vascular. 

The attached ovary was solid; but the consistency was less firm 
than that of the tumour. On closer examination, however, a number 
of minute cysts were seen. In size it was larger than usual, and in 
colour it was paler than the tumour growth. 

The unattached ovary was much larger than the corresponding 
one. It also showed a number of small cysts like the other. The 
colour was paler. The pedunculated mass was attached to the 


FiG. 4.—SECTION FROM SOLID TUMOUR GROWING IN BROAD 
LIGAMENT. JUNCTION OF GROWTH WITH OVARY. X 105—CASE 2. 


growth near the ovary, was solid on section, and appeared to be the 
same as the large tumour. No trace of the parovaria was to be 
seen. 


Microscopic Examination.—Parts were examined from the centre 
and periphery of the main tumour; from the junction of the growth 
with the ovary; from both ovaries and from the pedunculated 
secondary growth. In all parts the structure was the same, and 
consisted of epithelial cells in a stroma of fibrous tissue. 

The stroma was composed of delicate fibrous tissue. The cells 
showed elongated, flattened nuclei (Fig. 4). Some of these cells 
closely resembled the nuclei of non-striped muscle fibre. Towards 
the centre of the growth there were signs of degeneration. Here the 
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nuclei of the fibrous cells became scantier, and the connective-tissue 
fibres appeared in larger amount. They appeared to run in bands 
and to show branching filaments. A myxomatous change was 
occurring. At the centre this myxomatous-like degeneration was 
complete. The nuclei of the epithelial cells and of the fibrous tissue 
did not stain with hemalum, the whole section being coloured pink 
with eosin. With high powers of the microscope, however, the faint 
outlines of the fibrous-tissue nuclei and of the epithelial cells could 
be seen, which showed the absence of necrosis. 

The epithelial cells were spheroidal in shape, and fairly large. 
Their nuclei stained well. They were arranged in alveoli, which 
varied in size. These were growing irregularly everywhere through- 
out the sections. Sometimes an alveolus showed a single layer of 
cells ; sometimes as many as three or four layers were visible, so that 
the alveolus was packed with cells. There was no apparent difference 
in the size of the cells in the specimens examined from the various 
parts of the growth. In the centre of the tumour, as described, 
degeneration had occurred, and they did not take up the stain. 
Specimens stained with osmic acid showed some black points in 
these cells, indicating the presence of fatty degeneration. 

Parts examined from the periphery of the growth showed a thin 
covering of closely-packed fibrous tissue, in which no epithelial cells 
were present. This formed a capsule to the growth. 

At the junction of the tumour growth with the ovary the new 
growth could be seen spreading by direct continuity of tissue into 
the substance of the organ. The epithelial processes were growing 
in by quite a narrow neck. This was well seen at the hilum, islets 
of tumour growth, separated from the main portion, being seen in 
this situation. The ovary itself showed a cystic degeneration of the 
Graafian follicles and an increase of fibrous tissue in addition to the 
invasion by the tumour growth. The Graafian follicles were lined 
by an irregular columnar epithelium, and usually contained a number 
of large clear cells, with one or more nuclei. Sometimes they were 
empty. 

The unattached ovary presented much the same microscopical 
appearance as the corresponding one. In this the cysts of the 
follicles were larger in size, and frequently contained many large, 
clear epithelial cells. In places the sections showed structural 
appearances very similar to those of the tumour growth. No mode 
of infiltration similar to that described in the attached ovary could 
be found. 


The pedunculated mass referred to exhibited a structure exactly 
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similar to the large growth. In places it showed the remains of 
adipose tissue, and was most probably an appendix epiploica which 
had become attached to, and invaded by, the growing tumour. 
The main growth to all appearances was malignant, and was con- 
sidered to be carcinomatous. The subsequent history of the case 
confirms this, as manifested by recurrence of the growth in the 
pelvis, the secondary deposits felt in the liver, and the advanced 
cachexia of the patient. 

The tumour was clearly seen neither to be growing from the 
ovary nor from the Fallopian tube—which was quite normal—nor 
from the uterus. Its origin from the parovarium would also be 
extremely doubtful. If it had arisen from this structure there would 
have been almost certainly more involvement of the ovary and more 
disarrangement of the parts in immediate relation to it. The only 
other seat of origin that could be assigned to it was the folds of the 
ligamentum latum. This would seem to be the case: that the tumour 
had commenced to grow somewhere deep down between the layers 
of the ligament, had increased in size and expanded the layers, which 
became stretched over the surface of the growth. As the size in- 
creased the uterine appendages came to occupy the position described, 
and to be infiltrated by the growing mass, the unattached ovary 
probably being the site of secondary deposit. 

These cases show unusual characters. The origin of the epithelial 
elements in the first case and of the tumour itself in the second might 
be debatable; but their appearances point towards an origin from 
some developmental condition. 

Landau* and Pick+ describe cases which in some ways bear a 
striking resemblance to the ovarian growth. The tumours in their 
cases were apparently myomata, which showed epithelial alveoli, and 
were more or less cystic. To these growths they have given the 
name cystadenomyomata. They argue in favour of their origin from 
remains of the Wolffian duct. They have given various sites from 
which these tumours may be found growing—viz., ovary, broad liga- 
ment, fornix vagine, posterior abdominal wall, round ligament of 
the uterus, and Fallopian tube. 

These authors do not mention any recurrence after removal, and 
seem to regard the tumours as benign in nature. Their patients 
showed a history of illness of many years’ duration, symptoms very 


often manifesting themselves at puberty, removal of the growths 
being attended with good results. 


* Glasgow Medical Journal, February, 19c0. 
+ Archiv fiir Gyndkol., Landau and Pick, tgor. 


Q--2 





124 Journal of Obstetrics and Gynecology 


The origin of the tumours under consideration could be explained 
on such an assumption. In the case of the ovarian tumour some of 
the epithelium derived from the Wolffian duct at the hilum, or per- 
sisting as an embryonic remnant, may have taken on active growth, 
and, becoming incorporated in the growing fibromyoma, given 
rise to the appearances presented. The subsequent history of the 
case, the freedom on the part of the patient from recurrence, would 
favour the view that the growth was not malignant. In the case of 
the broad ligament growth the part of the Wolffian duct which lies 
between the layers of this ligament, and which usually disappears, 
may have persisted, taken on active growth, and given rise to the 
tumour described. 

The essential difference between these two cases is the apparently 
benign character of the one and the malignancy of the other. The 
origin of the epithelial elements in both cases can hardly fail to have 
a common source. In the one case these elements are adenomatous ; 
in the other they have become carcinomatous. 

Case III.: Multilocuiar Cystic Tumour growing from Region of 
Ovary ; Abdominal Section ; Recovery.—A. H., aged thirty-two, I-para, 
married six years, was admitted into the Leeds Infirmary, April 10, 
1902. Menstruation always regular, scanty, and painful. Before 
marriage she used to have fits at every menstrual epoch, but none 
since marriage. According to her own account, these seizures 
resembled epilepsy. At the time of her last confinement she is said 
to have had dropsy and Bright’s disease ; this was followed by an 
attack of gall-stone colic. For several months she has had head- 
ache and pain in back. Six weeks ago she informed a medical man 
that. her body had been swelling for some time. He diagnosed a 
tumour, and sent her to the Infirmary. 

On admission she was spare and pale, but not otherwise un- 
healthy in appearance. No albuminuria; organs in general healthy. 
The abdomen. was occupied in its lower part by a rounded, 
elastic, fluctuating tumour, reaching above the navel. . Dulness over 
tumour; flanks resonant. The tumour was not tender; it had a 
somewhat flaccid feel on palpation. On vaginal examination the 
uterus was found to be of normal size, and not closely related to the 
tumour, which only slightly occupied the pelvis. A diagnosis was 
made of multilocular ovarian cyst. 

Abdominal section was performed on April 12. The tumour 
was attached by a good pedicle on the right side of the uterus; it 
was free from adhesions. It was of most unusual appearance, con- 
sisting of a mass of moderate-sized cysts with very thin walls and 
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very limpid contents. One or two of the larger cysts were tapped, 
but the rest of the tumour was withdrawn entire through the 3-inch 
incision. The pedicle was transfixed and tied. The ovary was 
removed with the tumour, but appeared to be quite distinct from it 
at the time of operation. The patient made a good recovery, the 
wound healing by the first intention. 

We never saw a tumour like this before. It is a proliferating 
cyst, but in thinness of walls, grape-like appearance of the small 
cysts, and in the nature of its contents, it is quite unlike any ordinary 
ovarian tumour.* To the naked eye its nature is an enigma. 

The growth is, then, a large-sized multilocular cyst growing from 
a pedicle, which is in connection with the ovary; that organ is 
slightly smaller than usual, and its surface is uneven. The Fallopian 
tube and parovarium are seen in their normal positions. 

From the internal aspect of the ovary is projecting a band of 
tissue about 13 inches in length (Fig. 5), the diameter of which at 
its origin equals that of the ovary itself. It gradually diminishes in 
size towards its distal extremity, and at its termination is growing 
the proliferating cyst. On the external surface of this pedicle are 
one or twosmall isolated cysts. Thecysts of the growth vary greatly 
in size. The smallest of them is only of a few c.c. capacity; the 
largest contains over 200 c.c. of fluid. 

The walls are thin, translucent, and tough, and fairly large-sized 
bloodvessels are seen on their surfaces. The contents consist of 
a limpid, opalescent fluid, which shows a trace of albumen and 
chlorides. The parovarium is not involved in the change; its 
tubules are distinctly seen between the ovary and the Fallopian 
tube, which structure is itself tortuous, shows thickened walls, and 
is evidently the seat of some inflammatory change. On section the 
ovary shows a fairly recent hemorrhage near the capsule. Scattered 
throughout the cut surface are a few cystic spaces of small size, the 
walls of which are paler than the surrounding tissue ; they contain 
a watery fluid. One or two of these cysts are situated ut the com- 
mencement of the pedicle. There is no line of demarcation between 
the ovarian and pedicle tissue. To the naked eye the structure of 
the one seems to be continued int9 the other. 

The corresponding ovary is enlarged, and shows similar changes 
to the other. 

Microscopical Examination.—The attached ovary shows advanced 
cirrhotic change; no healthy Graafian follicles are noted. The 


* This specimen was shown at a meeting of the North of England Obstetrical 
and Gynzcological Society on May 9, 1902. 
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bloodvessels are numerous; their walls show thickening, and many 
are congested. The matrix is composed of fibrous tissue and a small 
quantity of non-striped muscular fibre. Scattered throughout the 
matrix are groups of cells larger than those of the stroma, of irregular 


Fallopian tube. 


Pedicle. 


Fic. 5.—MASS OF THIN-WALLED GRAPE-LIKE CYSTS ATTACHED 
BY FINE PEDICLE TO OVARY—CASE 3. 


shape, but with a tendency to be columnar; they show a circular 
arrangement, sometimes round a central space, but often appearing as 
almost solid groups of cells. Their appearance is different from the 
cells of the stroma, from which they are readily distinguished. They 
appear to be degenerating Graafian follicles. 

The pale colour of the tissue outlining the cysts is due to a 
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homogeneous substance which stains only slightly with eosin, and 
in which are a few cells. There is no continuous lining membrane 
to the cysts, but here and there on the walls are seen a few irregularly- 
shaped cells, some of which are columnar, others more flattened. 
In all probability these spaces arise from the Graafian follicles, first 
by individual distension of the follicles with colloid material, then by 
fusion with neighbouring follicles similarly distended. This is borne 
out by the fact that in the smaller cysts, invisible to the naked eye, 
there is an appearance resembling lobulation, as the outline of the 
lobules are indicated by a broken ring of epithelial cells. 

Pedicle-—The stroma of this structure is similar to that of the 
ovary, and is composed of fibrous tissue, non-striped muscular 
fibre, and numerous bloodvessels. Here also are areas surrounded 
by fairly well-formed columnar epithelium, which contain a small 
amount of colloid material with one or more cells. 

It is impossible to tell where the ovarian tissue ends and that of 
the pedicle begins. Both macroscopically and microscopically they 
are similar. 

The corresponding ovary presents the same histological appear- 
ances as the one described. Sections of the cyst wall show a thin 
supporting structure composed of fibrous tissue, on which is placed 
a single layer of columnar epithelial cells. No ciliated epithelium is 
seen. 

The remarkable point about this case is the peculiar relationship 
that the cyst bears to the ovary. There can be little doubt but that 
the pedicle is composed of ovarian tissue, and consequently the cyst 
is ovarian in origin. From the non-involvement of the parovarium 
that structure can be eliminated. The multilocular character of the 
cyst is also against that origin. The columnar character of the lining 
cells of the cyst, their want of cilia, and the structure of the pedicle, 
are all in favour of the ovary being the seat of growth. 

Multilocular cysts are usually found to involve the whole ovary, 
and to cause its destruction. In this case, however, although there 
is a tendency to cystic degeneration of the ovarian parenchyma, 
only a small portion of it had given rise to the growth under con- 
sideration. The function of the ovary would not seem to have been 
altogether in abeyance, as the comparatively recent hemorrhage 
would indicate a ruptured ovisac. 

It is difficult to understand how the pedicle was formed other- 
wise than by the traction of the growing cyst. 
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SOME POINTS IN THE PATHOLOGY OF 
FIBROMA OF THE OVARY: 
WITH NOTES OF SEVEN SPECIMENS. 


By JOHN S. FAIRBAIRN, M.A., M.B., B.Cu. (Oxon.), 


Assistant Obstetric Physician to St. Thomas’s Hospital, London ; formerly Pathologist 
to the Chelsea Hospital for Women. 


In the following paper is incorporated part of one read at the meet- 
ing of the Obstetrical Society of London in May of this year, entitled 
‘ Five Specimens of Fibroid Tumour of the Ovary, with Observations 
on their Pathological Anatomy.’ Two specimens have been added 
to the five described in that communication, and a few fresh points 
are considered, some of them suggested by the discussion at the 
Obstetrical Society. 

The greater part of the material which forms the basis of this 
study of ovarian fibromata came under my observation during my 
term of office as Pathologist to the Chelsea Hospital for Women. 
In that time—nearly two years—an unusually large proportion of 
solid ovarian tumours were removed in the hospital. Out of a total 
of 55 new growths of the ovary, 47 were cystic and 8 were solid. Of 
the latter, 5 (or g per cent.) were fibromata, and 3 (or 5°5 per cent.) 
were carcinomata. No example of sarcoma was examined. This excep- 
tional percentage of fibromata is well shown by a comparison of these 
numbers with those of the Gynecological Department of St. Thomas’s 
Hospital, where 208 new growths of the ovary were removed in the 
period 1894-1901, and of these 200 were cystic, and 8 were solid. 
The solid tumours were made up of 4 sarcomata, 3 carcinomata, 
and 1 fibroma. The percentage of fibromata in the Chelsea cases is 
more than three times that given by Pfannenstiel! (2 to 3 per cent.), 
and four times that calculated from Martin’s figures, as quoted by 
Orthmann.? 

To the Chelsea specimens I have been permitted by Dr. Tate 
and Mr. Bland-Sutton to add two others (Nos. 3 and 5), removed by 
them in their private practice. 

The opportunity afforded by this supply of material seemed to 
. justify a detailed study of these tumours, especially as most of them 
do not correspond to the commonly received descriptions. I propose 
first to describe the more important features—naked-eye and micro- 
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scopic—of each specimen, and then to discuss their bearing on the 
pathology of these tumours. A few clinical notes of the cases from 
which they were obtained are also added. 

The first five specimens are described in fuller detail, and two of 
them (Nos. 2 and 3) are illustrated, in the paper in the Transactions 
of the Obstetrical Society of London. 

Specimen No. 1 weighs just over 4 pounds, and measures 7 by 
74 by 4 inches. It is roughly globular in shape, and is smooth 
and regular externally. Attached to it are a few fine adhesions, 
and near the pedicle is a bunch of small subserous cysts. On 
its outer surface may be seen the cut edge of the pedicle, the 
Fallopian tube, mesosalpinx, and a portion of the ovary. The tube 
is 33 inches in length, and is normal. The mesosalpinx has not been 
opened up by the growth. The ovarian fimbria runs down on to the 
ovary, which lies at the attachment of the mesosalpinx, just below 
the peritoneal opening of the tube. On section, the tumour is found 
to be very hard, white, and of a uniform structure, except in a few 
places, where degenerative changes of a cystic nature have taken 
place. In the neighbourhood of the pedicle the fibrous and atrophic 
ovary is spread out over the growth, forming a capsule to it. It 
measures about 1 inches in length, and 3% inch in thickness, and 
on its cut surface shows a few small cystic spaces and fibrous scars. 
The ovary and the adjacent capsule for some 6 or 8 inches round it 
can be easily separated from the underlying growth by simply insert- 
ing the handle of a scalpel, but as the capsule passes over the 
tumour it becomes thinner and less separable, until on the opposite 
point on the circumference it is recognisable only as a thin white 
layer on the surface, too intimately blended with the deeper struc- 
tures for removal to be possible. The cavities in the growth are very 
like those seen in a cystic fibromyoma of the uterus. When first 
opened they contained a clear, glairy fluid, and some white, stringy 
material, which formed bands across the cavity and lined its walls. 

Microscopically the growth is made up of irregular spindle cells 
with much fibrous stroma. In the more cellular parts the nuclei are 
oval and spindle shaped, and run in intersecting bundles; in the 
more fibrous parts the nuclei are smaller and more irregular in 
shape, sometimes having a wrinkled appearance. The growth is 
well supplied with blood-spaces, which are better differentiated than 
those found in a sarcoma, and in some cases show a definite lining 
epithelium. The thin layer of capsule on the surface is formed of 
parallel layers of fibres, with very few cells and no vessels. The 
ovary shows a dense spindle-celled stroma, much more cellular than 
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the growth and containing less fibrous tissue, with a few follicles and 
scars. 


Removed by Mr. Bland-Sutton from a single woman of twenty-seven. 
A lump in the abdomen had been noticed for three months, with a more 
rapid increase for three weeks. Menstruation had become more frequent 
for three years, and there had been some sacral pain for a short time, but 
the general health was good. At the operation the tumour arose from the 
right ovary, and no disease of the other ovary was found, and there was 
no ascites. The patient was in good health eighteen months after 
operation. 

Specimen No. 2 weighs 2 pounds, and measures 63 by 4% by 
4 inches. It is ovoid in shape, and smooth and regular on its 
outer surface. The cut surface of the pedicle shows that the 
tube, mesosalpinx, and inner edge of the ovary have been divided in 
removal. The tube, 3 inches in length, is normal; the ovarian 
fimbria runs down on to the spread-out portion of the ovary. The 
ovary is partly spread out over the tumour, ‘and partly projects from 
it as a separate body, forming a tail-like appendage to it. Approxi- 
mately (as its exact limits are difficult to define) it measures 3} inches 
in length and 7 inch in breadth. On section the tumour is hard and 
white, and without any sign of degenerative change. Between the 
growth and the ovary is a definite cellular tissue layer, into which 
the handle of the scalpel can be pushed, and the ovary in this way 
detached from the tumour beneath. Part of the ovary is so spread 
out over the solid mass as to make its exact limits indefinite, but the 
characteristic wrinkled appearance of its outer surface is easily re- 
cognisable for some distance over the tumour. The pearly-white 
capsule of the tumour is continuous with the expanded portion of 
the ovary, and is evidently formed from its tunica albuginea. Near 
the ovary it can be stripped off the growth, but at the opposite point 
of the circumference it is firmly attached to the underlying tissue. 

Microscopically the growth is made up of intersecting bundles of 
elongated spindle cells, running in all directions, so that the nuclei 
are cut across in many different planes. The nuclei are very 
abundant all over the section, and there is little fully-formed fibrous 
tissue. In some parts of the section the cells are less abundant, and 
a few strands of wavy fibre may be seen. The growth is well supplied 
with blood-channels, which in places have well-differentiated walls 
made up from the surrounding tissue, the nuclei arranging them- 
selves parallel to the vessels when seen in longitudinal section, and 
concentrically round them in transverse section. Between the growth 
and the ovary is a layer of loose-meshed connective tissue with 
numerous lymph and blood spaces. The stroma of the ovary is 
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similar to that of the growth, except that the spindle cells are 
smaller and the bundle arrangement not so well marked. This 
specimen is now in the Museum of the Royal College of Surgeons. 


Removed by Dr. Fenton from a single woman of thirty-four. Pain 
had been noticed in the right side for eight years, and there had been 
trouble with micturition for five years, at first only at the time of the 
periods. At the operation the tumour was removed from the right side. 
It had a long pedicle. No disease was noticed in the other ovary. There 
was no ascites. Except for a little pain occasionally, the patient is in 
good health at the present time, fifteen months after operation. She has 
been able to perform her duties as housemaid for over a year without a 
holiday. 


Specimen No. 3 weighs 2 pounds 5 ounces, and measures 63 by 
4 by 34 inches. It is ovoid in shape, white and smooth on the 
surface, though showing a slightly lobulated appearance in places. 
A portion of normal Fallopian tube and mesosalpinx is present 
with it. The mesosalpinx is not opened up by the growth. The 
ovarian fimbria runs down to the surface of the tumour. On 
section it is very hard, and its surface shows lighter spots which 
stand out slightly and are surrounded by concentric bundles of 
fibres. The ovary is seen to be spread out over the surface, and 
when fresh cut was of a watery and cedematous appearance, and 
contained some small cystic spaces; it is thickest just below the 
attachment of the mesosalpinx, measuring at this point 2 inch, but 
it becomes thinner and thinner as it passes out over the circum- 
ference of the growth. In this way a capsule is formed, in about 
one-third of which ovarian tissue can be recognised, while in the 
other two-thirds tunica albuginea only is present. It is everywhere 
capable of being stripped off the underlying tissue, though more 
easily where ovarian tissue is present. Microscopically the growth 
is similar to the previous specimen, except that it is older and 
contains much more wavy fibrous tissue. For the most part the cells 
have completely disappeared, and there is only a patchy distribution 
of deeply-stained nuclei; but they are of the same elongated spindle 
form, running in intersecting bundles. In the fibrous parts a few 
faintly-stained cells are seen of irregular shape, often lying in a small 
space in the tissue, and evidently undergoing a retrograde change. 
A few vessels with muscular walls are present. The ovary is 
atrophic and fibrous, and much less cellular than in the other cases ; 
between the growth and the ovary the same loose tissue is present 
as is seen in the previous specimen. 


Removed by Dr. Tate from a married woman of fifty. The tumour 
had been noticed for five years, and had increased in size more markedly 
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for about one year. There had been discomfort in holding the water for 
four or five years, and inability to hold it for some months. The patient 
had never menstruated as there was no vaginal canal. At the operation 
the tumour was attached by a broad pedicle to the right uterine appen- 
dages; the uterus was represented by a cord the size of the little finger. 
The left uterine appendages were not seen. There was no ascites. The 
patient was quite well twelve months after the operation. 


Specimen No. 4 weighs 8 ounces, and measures 3} by 2? by 
2} inches. It is globular in shape, and the ovary can be plainly 
made out on its outer surface. The inner edge of the mesosalpinx 
is free, but the outer end has been expanded by the growth, so that 


Fic. 1.—SPECIMEN No. 4: FIBROMA ENCAPSULED IN THE OVARY. 


the outer 14 inches of the tube is closely applied to the ovary, while 
the inner 2} inches are free. On section the tumour is seen to be 
enclosed within the ovary, which at its thickest part measures 
t inch in depth. In it is a small follicular cyst, which, in the fresh 
state, contained a little blood-stained fluid. The connection between 
the growth and the ovary is sufficiently loose to allow of its being 
enucleated from its ovarian bed. Its cut surface shows the appear- 
ance of intersecting bands of fibres, like that often seen in a uterine 
fibromyoma. Microscopically its structure is exactly similar to that 
of No. 2. It shows the same bundles of cells, with elongated oval 
nuclei, crossing and recrossing in all directions. The same widely- 
meshed tissue is present between the growth and the ovary. 


Removed by Dr. Eden from a married woman of thirty-nine, who 
had had one child and one miscarriage. Laparotomy had been performed 
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twice before for prolapse of uterus, ventral fixation being done. The 
second time was six years before the present operation. The growth 
arose from the left side by a short thick pedicle. There was no ascites. 


Specimen No. 5 is about the size of a hen’s egg, and measures 
24 by 13 by 1} inches. It is smooth on the surface, except at one 
pole, where it is slightly nodular. Just below the pedicle is the 
inner end of the ovary, forming a slight peak with a wrinkled surface. 
Three inches of normal Fallopian tube are present with it, the 


FIG. 2,—SPECIMEN NO. 5: FIBROMA OF THE OVARY. 


Reproduced by permission of the Authors from ‘ Diseases of Women,’ 
by Bland-Sutton and Giles, 1902. 


mesosalpinx is complete, and the ovarian fimbria can be seen run- 
ning down on to the surface of the ovary. The cut edge of the 
pedicle takes in tube, mesosalpinx, and inner edge of the ovary. 
The tumour cuts with a creaking sensation, and shows on section 
a firm, grayish-white surface, with lighter strands showing up asa 
meshwork of whorled fibres. The pinker and softer ovary is perched 
on the surface just below the pedicle, recalling the ‘ cocked-hat’ 
appearance of the adrenal on the kidney. A yellow-stained corpus 
luteum is plainly seen on its cut surface. There is a distinct plane 
of separation between the ovary and the tumour. At the margin of 
the ovary a thin white capsule can be recognised, but it becomes so 
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intimately blended with the rest of the tumour that, at a distance 
from the ovary, it cannot be separated as a distinct structure. 
Microscopically the growth consists of the same interlacing strands 
of cells, with oval nuclei drawn out in the direction of the bundles, 
as has been noted in the other specimens. There is also much 
wavy fibrous tissue, many blood-channels with well - differentiated 
walls, and a layer of loose-meshed areolar tissue between the growth 
and the ovary. This specimen is now in the Museum of the Royal 
College of Surgeons (No. 4,427 E). 


Removed by Mr. Bland-Sutton from a married woman of thirty, the 
mother of three children. During her last pregnancy she had suffered 
great pelvic pain and numbness in the left leg, and though the numbness 
disappeared after delivery the pelvic pain continued, and this led to 
examination and detection of an enlarged left ovary. At the operation 
the lower third of the ovary was found lodged in the recess of the recto- 
vaginal fossa beside the rectum. The Fallopian tube on this side exceeded 
the length of its fellow by about 3cm. The right ovary and tube were 
normal in size and position. There was no ascites. 


Specimen No. 6 is a small spherical tumour measuring 1% by 
1? inches; it has a pinkish-white, slightly-nodulated surface. No 
anatomical structure is recognisable on it, and part of the tumour 
has been cut away during removal. It is very hard, and on section 
cuts with a creaking sensation; its cut surface has a fasciculated 
appearance, similar to that of No. 4. Microscopically it is made up 
of cells with narrow elongated nuclei, similar to those of the other 
sections, and running in the same interlacing fashion, though not so 
well marked. There is much clear ground-substance and a con- 
siderable amount of wavy fibre present. 


Removed by Dr. Fenton from a married woman of fifty, who had had 
one child and one miscarriage. Her symptoms were pelvic pain and 
severe menstrual loss, which had been more severe for six months. At 
the operation a small hard fibrous growth was removed from the right 
ovary. The pedicle was thick and soft, and in cutting it a thick button 
of the tissue of the tumour was left behind. More than a year after opera- 
tion the patient reported herself as completely relieved and in the best of 


health. 

Specimen No. 7 weighs 2} pounds, and measures 5% by 5 
by 4 inches. Externally it is smooth and white, except for 
a few small irregular bosses and some translucent patches. The 
tube and mesosalpinx are complete and separate. The cut surface 
of the pedicle shows the tube, mesosalpinx, and ovarian ligament. 
- The ovarian ligament is attached to a pinkish mass (evidently a 
portion of the ovary) on the surface of the growth, from which 
it is differentiated by its colour. On section the growth is firm, 
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pinkish-white, and shows a structure of interlacing fibrous bands. 
The small portion of the inner pole of the ovary contains a few 
minute cysts, and forms a separable capsule to the growth in this 
part. This capsule, however, soon becomes lost as a distinct 
structure, and a few inches round the circumference can only be 
recognised as an outer white layer to the growth intimately blended 
with it. In one part of the tumour there is a well-defined cystic 
cavity measuring 2 by 2 inches, with a smooth lining, which, 
when fresh, contained a few drachms of yellow coagulable fluid. 
Here and there are glassy translucent patches of mucoid change. 
These are best marked round the circumference of this cyst. 

Microscopically the growth is made up of whorls of wavy fibre 
with spindle-shaped nuclei. The degenerative patches show an 
extensive myxomatous ground-substance, with oval nuclei scattered 
through it; the whorled arrangement is lost. The portion of ovarian 
tissue cut with the adjoining growth shows a stroma which is 
strikingly similar to that of the new formation ; it contains a well- 
marked corpus luteum. Between the two is the same loose areolar 
tissue as noticed in the others. 


Removed by Mr. Bland-Sutton from a married woman of sixty-seven, 
who had had one child and two miscarriages. An abdominal swelling 
had been noticed for three months, and had increased rapidly in size, and 
become tender and painful during that time. There had been frequency 
of micturition for many years. At the operation the growth was found to 
arise from the right ovary. Ascites was present. 


With regard to the naked-eye features of these tumours, it may 
be noted that, excepting No. 6, which is incomplete, they all show 
the development of a new connective-tissue growth within the 
ovarian capsule, leaving on their outer surface a more or less recog- 
nisable portion of the ovary. 

In Nos. 1, 2, 4, and 5 the part of the organ remaining unaffected 
is of some size, and in the first two is especially striking, as the 
tumours have there reached considerable dimensions. 

In the case of No. 3, where the growth has developed in an 
atrophic ovary, the thinned-out organ covers a large area of the 
tumour, though it does not form any marked projection on the 
surface, while its tunica albuginea forms a capsule to the rest 
of it. 

In No. 7 there is only a small fragment of ovarian tissue left near 
the insertion of the ovarian ligament, but it is sufficient to demon- 
strate the fact that the ovarian stroma has not been affected as a 
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whole, but that the growth has occurred as a local change. This 
point in the pathological anatomy of these tumours is one on which 
considerable stress was laid in the paper read before the Obstetrical 
Society, on the ground that it shows a very marked divergence from 
the commonly-accepted descriptions given in the text-books and 
monographs on the subject. 

In recent pathological and gynecological works, fibromata of the 
ovary are described as arising by a hyperplasia of the whole stroma, 
so that the organ is converted into a hard tumour retaining more or 
less the original shape of the ovary. Such accounts are found in 
monographs like those of Coe,? Stratz,* Dartigues,® etc.; in patho- 
logical works like Ziegler,® Hektoen and Riesman,’ Gebhart,® etc. ; 
and in gynecological works like Allbutt and Playfair,® Pozzi, Veit’s 
‘Handbuch,’* etc. In the last named Pfannenstiel! also draws at- 
tention to a point of difference between these tumours and uterine 
fibroids, in that the former cannot be shelled out of their bed like the 
latter. 

Except in the case of No. 6, this form of description is not 
applicable to these specimens, and, indeed, raised some difficulty in 
my mind as to the exact meaning of the first of them. It seemed at 
first sight to be a growth of the ovarian ligament, or of some struc- 
ture outside the ovary, which had secondarily involved that organ. 
A study of these specimens shows, however, that the growth 
begins by a localized new formation within the ovarian capsule, and 
tends to remain encapsuled either by the thinned-out ovary or by its 
tunica albuginea. In one of the specimens (No. 4) it could be 
enucleated out of its bed in the ovary like a fibromyoma out of the 
uterus, and in another (No. 3) the ovary and capsule could be 
stripped off the growth without much difficulty. In all cases where 
a portion of ovary was present it was separated from the growth by 
a layer of loose areolar tissue. 

In fact, the growth of these tumours in the ovary appears to be 
exactly similar to that of a fibromyoma of the uterus, except that 
the greater size of the growth as compared with the organ in which 
it has arisen, results in a much greater expansion and consequent 
atrophy of the ovarian tissue, and of a much closer adhesion of the 
thinned: out capsule. This is well seen in Nos. 1, 2, 5, and 7, where 
the growth can be easily separated from the ovarian tissue remaining 


* In some books circumscribed fibromata are mentioned as small fibromatous 
nodules in the substance of the ovary, of no clinical importance. Herman (‘Diseases 
of Women,’ p. 745) follows Virchow’s description fairly closely ; otherwise recent 
works keep to the account as quoted. 
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on its outer surface, but from this point the capsule gradually 
becomes less distinct and more intimately blended with the new 
formation, so that at a distance from the ovary it can only be 
recognised as a thin white layer on the surface. 

The common mode of describing these tumours seems to have 
started from Leopold’s" great paper on the solid tumours of the 
ovary. The specimens mentioned by him follow on its lines, though 
he calls attention to a specimen of Liicke and Klebs™ which did not 
correspond to it. He also described an outer wall to these tumours, 
not loosely attached like the capsule of a uterine fibroid, as they could 
not be shelled out of it in the same way, but strong and firm like 
the cortical layer of the normal ovary. Coe’s paper, in which he 
says that ‘these fibromata originate, not by a local change, but as a 
general hyperplasia of the ovarian stroma,’ probably helped to confirm 
this method of description. 

If, however, reference is made to Virchow’s! ‘ Krankhaften 
Geschwiilste’ (1867), an exceedingly accurate account of ovarian 
fibromata is found which is entirely applicable to these specimens. 
Virchow says that in these growths the ovary may either be com- 
pletely merged in the tumour formation, so that its origin can only 
be recognised by its occupying the position of the ovary with regard 
to the broad ligament, or the tumour formation may be only partial, 
so that a greater or lesser portion of the ovary remains still recog- 
nisable in the structure. The latter he considers, from his experi- 
ence, to be the more frequent. He also observes that the outer free 
end of the ovary—i.ec., the end turned away from the uterus—is the 
part most frequently affected, as appears to be the case in Nos. 2, 5, 
and 7 in the present series. In the same work there is an illustra- 
tion of a small fibroma (very similar to No. 5) which had originated 
in the free end of the right ovary, and measured 5°5 cm. in length 
and breadth and 4 cm. in thickness. Attached to it was the 
ovarian ligament and the intact portion of the ovary with a thickened 
tunica albuginea, and several corpora fibrosa. 

Many specimens have been recorded which show that the 
formation of these tumours is not due to a hyperplasia of the whole 
stroma. Fibromata or fibromyomata encapsuled in the ovary have 
been described by Crawford,“ Mundé® (illustrated), Feis,’® Briggs’ 
(illustrated), Pfannenstiel,! Orthmann!® (illustrated), Shober,!’ Laid- 
ley,” Rouffert,2 Lauwers,” and others. Many of these are examples 
of small tumours, though there are a few large ones of several pounds 
in weight among them. 

Several specimens in the Royal College of Surgeons’ Museum 

10 
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show the same arrangement. In No. 4,529 the ovarian ligament, 
with a portion of the ovary and its tunica albuginea, forms a capsule 
to the growth. Nos. 4,527 B and D are also encapsuled tumours. 
No. 4,528, a large fibromyomatous tumour weighing 15 pounds, and 
measuring 31 inches in circumference, is also encapsulated, and has 
on its surface, just below the attachment of its pedicle, what seems, 
from the projection it forms, and from its wrinkled surface, to be 
a portion of the ovary. If this is the case, the specimen would be 
similar to No. 1 of this series. 

In most of the recorded specimens, however, no mention is made 
of a capsule or of remains of ovarian tissue, and in some it is 
definitely stated that no evidence of such remains was found. 
Judging from these specimens, and from those in the museum, the 
probability is that, in many of the cases where no note is made on 
the point, a more careful examination would have shown some 
remains of the original tissue and some attempt at encapsulation. 
No doubt the amount remaining will depend largely on the position 
of the original growth in the ovary, and on the size to which it has 
attained. The more central the growth, the more will the ovary be 
thinned out, so that in large specimens little will be left except the 
resistant albuginea as a white layer on the surface, while in the case 
of growths in one pole of the ovary, the other pole will probably be 
left unaffected, even when the growth has attained very considerable 
dimensions. In accordance with Virchow’s observation that the 
outer end of the ovary is the most common site for the origin of 
fibromata, the inner end is the one which would be most frequently 
left unaffected. There is evidence in supports of this in three, and 
perhaps four, out of the seven specimens. In other specimens 
which I have happened to examine, I have been struck by the 
frequency with which the inner pole of the ovary is the part left on 
the surface of the growth. 

In view of the slight anatomical development of the tunica 
albuginea of the ovary, especially as compared with that of the 
testicle, it is remarkable how much strength it shows in pathological 
conditions. This is well shown in specimen No. 3. This covering 
of resistent albuginea is seen in many other forms of ovarian 
tumour. It is often well shown in dermoids, and I have drawn 
attention to it in a case of carcinoma of the ovary,” where it possibly 
played an important part in preventing dissemination of the growth 
over the peritoneal cavity. 

Some other macroscopic characteristics of these tumours may be 
briefly referred to: 
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Shape-—They are ovoid or spherical; the surface is usually 
smooth, but a few irregular bosses are sometimes present. 

The Colour is usually grayish-white, sometimes pinkish when the 
specimen is fresh. 

The Appearance of the Cut Surface.—Nearly all show a fasciculated 
appearance; in some the bundles form an intersecting network, in 
others they are arranged more in a concentric or whorled manner. 
This may give a somewhat marbled appearance to the cross- 
section. 

They are all extremely hard; as shown by two specimens out of 


FIG, 3.—SECTION FROM SPECIMEN NO. 4 (ZEISS, D), SHOWING 
CELLULAR NATURE OF GROWTH, WITH LITTLE FIBRE FOR- 
MATION AND ARRANGEMENT IN INTERSECTING BUNDLES. 


the seven under consideration, degenerative changes of a cystic 
nature may occur, and are very similar to the corresponding changes 
in a uterine fibromyoma. In one the cystic spaces had irregular 
walls formed by the breaking down of the solid growth; in the other 
the cavity had a smooth regular lining, which, however, on micro- 
scopic examination showed no epithelium. None of them were 
calcified, though this is not an infrequent occurrence in these 
tumours.”4 

Pedicle-—All of them are well pediculated ; in two (Nos. 2 and 5) 
the pedicle was hypertrophied and drawn out; none of them show 
the deeply-sunk reniform hilum such as Leopold” described as 


5O——2 
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commonly formed in solid tumours of the ovary by the overgrowth 
of the tissues round the pedicle. 

Microscopically all show much the same structure, and such 
variations as are present may be explained by the occurrence of 
secondary changes. They are for the most part very cellular, with 
little fibrous stroma. The nuclei are of an elongated oval shape, 
and slightly granular, and there is little cell protoplasm. They run 
in intersecting bundles, so that they are seen cut across in all direc- 
tions. For the most part they are well supplied with bloodvessels, 
many of them with well-differentiated walls. Nos. 2 and 4 are the 


FIG. 4.—SECTION FROM SPECIMEN NO. 2 (ZEISS, D, HIGHER 
EYE-PIECt.). DRAWN ON LARGER SCALE THAN IN FIG, 3. 
SHOWS DETAILS OF CELLS AND NUCLEI. 


most cellular, and show the least amount of fibre-formation. In 
No. 2, however, in sections taken from the periphery at that pole 
of the tumour opposite to the attached portion of ovary, the 
growth is evidently older, and there is some development of fibre. 
No. 3 throws further light on this point, for it is almost entirely 
made up of compact bundles of wavy fibre with very few cells, 
except in isolated patches. These patches, which take up the 
nuclear stain, so as to become evident on the stained section to 
the naked eye, show the same structure as in Nos. 2 and 4—1.¢., 
the intersecting bundles of elongated oval cells, with very little 
fibrous stroma. In other words, the growth in No. 3 is much older, 
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and the cellular formation has largely given way to formed: fibrous 
tissue; but, as shown by these surviving patches, it has originally 
been precisely similar to the other two. The remaining four sections 
show an intermediate stage, in which there is a considerable develop- 
ment of fibre, while the growth remains very cellular, though not 
more so than the stroma in which it has originated. 

Different opinions have been held as to the nature of these 
growths, and some observers have classed them as fibro-sarcomata.”® 
Their very cellular structure, with its scant development of fibrous 
tissue, and their striking resemblance to the fasciculated sarcomata of 
fascia and periosteum, have been brought forward in favour of this 
classification. A comparative study of the histology of these 
specimens shows that the growths of undoubted fibromatous 
nature are only a later stage of the younger and doubtful ones. 
Further, it must be granted that a new formation arising in the 
pure spindle-celled structure with little fully-developed fibre, which 
forms the ovarian stroma, will bear the stamp of its origin, and 
exhibit a more cellular structure than a fibroma growing in, say, the 
subcutaneous tissue.” * 

Apart from the histological examination, the fascicuiated appear- 
ance of the cut surface, the hard, firm, well-circumscribed nature of 
the growth--which has not invaded the ovary, but has merely 
expanded it—the absence of adhesions, and of any serious effect on 
the health of the patients, all go to prove the innocence of these 
tumours. The after-histories collected by Doran,” Briggs,’® and 
others, afford sufficient evidence to show that these firm, hard 
tumours of the ovary, even when they have reached a considerable 
size before removal, have no tendency to recur. All Briggs’! 
patients are still alive, and the first three were operated on more 
than ten years ago. Some of the cases in Doran’s paper show this 
uncertainty about the results of microscopic examination. One of 
them (classed by him among the fibromata), No. 10 in the table, is 
instructive on this point. It is a case of Cullingworth’s,” reported 
on by Shattock, after repeated examination, as ‘an undoubted fibro- 
sarcoma.’ Dr. Cullingworth tells me that up to the present time— 
t.é., eleven years after operation—this patient is well and shows no 
sign of recurrence. 

Another point of great difficulty is the question of the presence 
of muscle fibres in these tumours. Many examples of myomata 
and fibromyomata of the ovary have been recorded, and several 
authors® *4 have stated that tumours containing muscular tissue are 
more common than pure fibromata. The difficulty of separating 
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poorly-developed and atrophic muscle cells from connective-tissue 
corpuscles must always be very great,’ and in the sections of two 
of these specimens (Nos. 2 and 4), where the fascicular arrangement 
of the cells with their long narrow nuclei is so similar to the 
appearance seen in sections of a uterine fibromyoma, it is almost 
impossible to say with certainty that muscle fibre is absent. 
Doran*® has endeavoured to show how the distinction can be made 
by comparing the cells of doubtful tumours with. the cells in the 
walls of arteries and of the uterus, but I have not.been able to find 
much help from this method. Many of these cells cannot be dis- 
tinguished from those forming the walls of small arteries, and the 
well-developed muscle fibre of the uterine wall is not a useful com- 
parison for the atrophic fibres seen in fibromyomata. 

A comparative study of these sections, however, is strongly in 
favour of their being purely fibromatous. The extensive formation 
of pure fibrous tissue in No. 3, and to a less degree in Nos. 5 and 6, 
and the purely fibrous character of Nos. 1 and 7, lead to the con- 
clusion that Nos. 2 and 3 are of the same nature, in spite of their 
general similarity to fibromyomata of the uterus. Further, the 
variety in the shape of the nuclei, and their irregular arrangement 
on cross-section, are more characteristic of connective-tissue than of 
muscle cells. At the discussion at the Obstetrical Society, the 
President, Dr. Horrocks,*® called attention to the fact that muscular 
tumours of the uterus usually have a convex bulging surface on 
section. This was certainly absent in these tumours, but it is 
doubtful how much can be gathered from this. This bulging is seen 
rather in cross-sections of interstitial fibroids, and not in the sub- 
peritoneal and submucous ones, and is probably largely due to the 
contraction of the muscular capsule rather than of the tissue in the 
growth itself. 

A few words may be said as to the origin of these growths. 
Virchow® argued that as the part of the ovary most involved in the 
tumour formation showed the changes due to a chronic oéphoritis— 
viz., induration of the stroma, a thickened and sclerotic albuginea, 
and conversion of the follicles into corpora fibrosa—the new formation 
was consequent on a chronic inflammatory condition. A general 
fibrous hyperplasia could be more easily understood to arise in this 
way, but a localized and very cellular new growth cannot be so well 
accounted for. The changes in the remaining ovarian tissue can be 
equally well explained as the result of the compression and expansion 
caused by the tumour formation, and there is no other evidence of a 
preceding inflammatory state. The way in which the structure of 
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the growth closely follows that of the ovarian stroma—remarkably 
well shown in No. 7—is strongly in favour of this as its seat of origin 
rather than the tunica fibrosa of the Graafian follicles, as has been 
suggested by some. At the same time, a specimen of a small fibroma 
of the ovary in the Royal College of Surgeons’ Museum (No. 4,527 A) 
tends to show that the latter is a possible source; in this case the 
growth—a pure fibroma—very closely involves the wall of the follicle 
and bulges into its cavity, pushing the lining membrane of the follicle 
in front of it. Spencer” also mentioned at the discussion at the 
Obstetrical Society that he had two specimens, and perhaps a third, 
which showed the same mode of origin. It seems more reasonable 
to suppose that, at any rate, the vast majority of cases arise in the 
ovarian stroma. 

As the result of a study of recorded cases and of the seven 
specimens discussed in this paper, it is possible to recognise three 
ways in which a new growth of a fibromatous or fibromyomatous 
character may involve the ovary. 

1. The whole ovary may be converted into a hard tumour, main- 
taining to some degree its original shape, but leaving no recognisable 
portion of its original structure. This is what is described in the 
text-books as the usual occurrence, but it is only seen in one of these 
specimens. Attention may be directed to the fact that this complete 
fibrous transformation does not depend on the size to which the 
growth has attained. It takes place in small as well as large 
tumours, and does not depend on the growth having reached a size 
sufficient to destroy the ovary. Thus, Leopold’s! specimen was 
only the size of a walnut, and he states that no ovarian tissue was 
present ; and Coe’s® was the size of a pullet’s egg, and there was 
‘nothing remaining to suggest portions of the normal ovary.’ It is 
difficult to understand why the pathological change should affect the 
whole stroma from the first, as this is more like an inflammatory 
fibrotic change than a new growth. 

2. The growth forms a hard tumour within the ovary, which it 
spreads over its outer surface, so that it remains more or less encap- 
suled within the organ. The amount of ovarian tissue remaining 
appears to depend rather on the position of the growth in the ovary 
than on the size to which the growth has attained. With the increase 
in size of the tumour the capsule tends to become more thinned out 
and less separable, so that the encapsulation may be recognisable 
only near the attachment of the ovary. A study of these specimens 
bears out Virchow’s observation that this is a more common form 
than the preceding, for it occurs in six out of the seven, and, 
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judged by the frequency with which the inner pole of the ovary is 
the part left unaffected, his further observation that the growth often 
originates in the outer end of the ovary appears to be correct. On 
the other hand, myomatous and fibromyomatous tumours might be 
expected to occur more frequently near the insertion of the ovarian 
ligament, where its bundles of muscular fibre pass into the ovarian 
stroma. Doran’s specimen,” mentioned below, and another in the 
Royal College of Surgeons’ Museum (No. 4,532)—a fibromyoma 
growing from the junction of the ovary and the ovarian ligament, 
and leaving the outer pole of the ovary free—are instances of this. 

3. The new growth forms a pedunculated tumour attached by a 
pedicle to the ovary. No example of this class has been met with 
among the specimens described, but a number of cases have been 
recorded in the literature. Thus, Virchow™® describes a specimen 
obtained from the post-mortem room, in which a flat, roundish 
growth of the shape of a placenta, measuring 5 cm. on surface by 
2 cm. in thickness, was attached by a short pedicle to the ovary. 
In the College of Surgeons’ Museum there is a specimen of peduncu- 
lated myoma of the ovary (No. 4,532 Aa), which has been recorded 
by Doran,* and another of a small calcified fibroma with a narrow 
attachment (No. 4,532 Ab), described by Bland-Sutton*® as a calcified 
corpus fibrosum. Other examples have been recorded by Crisp*® and 
Lloyd Roberts.” Some of these may be growths from the ovarian 
ligament, as Doran suggested in the case of the specimen just 
referred to, or from the fibrous capsule of the ovary, as in the case 
of those recorded by Goodhart*! and Walsham.”  Keiffer,® in 
describing a somewhat similar specimen, suggests that fibromata 
of the ovary may follow part of their development in the centre 
of the gland, and then be extruded towards the periphery, and 
become pedunculated like subperitoneal fibroids of the uterus. 

In conclusion, it may be worth while to draw attention to a few 
points in the clinical notes of the cases from which these specimens 
were obtained. 

The age limit is a very wide one. The youngest patient was 
twenty-seven, the oldest sixty-seven ; three were between thirty and 
forty, and two were fifty. In none was the general health affected. 
Of the four cases in which the tumour was large enough to form an 
abdominal swelling, in one only had it been noticed for any length 
of time—.e., in No. 3 for five years ; in two it had been noticed for 
three months; and in one there was no note of the length of time. 
Trouble with micturition was complained of by three patients, all of 
whom had large tumours rising into the abdomen; in two of them 
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the tumour was partially impacted in the pelvis, so that this symptom 
is easily understood. On the other hand, this trouble had been 
present in these cases for several years, so that it may be looked 
upon either as an accidental complication or as evidence of the slow 
growth of the tumour. The information on this point is not suf- 
ficiently precise to warrant a definite conclusion. Pain was present 
in five, and in the three small pelvic tumours was the symptom 
which led to examination and detection of the disease. In one of 
these it was the result of pressure by the foetal head during pregnancy 
and labour. In two cases there was increase in the period or amount 
of the menstrual loss. Ascites was present in only one case out of 
the seven, and in none of them was any affection of the other ovary 
noted. The after-histories, so far as they could be ascertained, were 
good in all. 


REFERENCES. 


t PFANNENSTIEL in Veit’s ‘ Handbuch der Gynikologie,’ p. 388. 

2 ORTHMANN in Martin’s ‘ Handbuch,’ Bd. i.; ‘Die Krankheiten der Eier- 
stécke,’ p. 630. 

3 COE: Amer. Journ. of Obstetr., vol. xv., 1882, p. 877. 

4 STRATZ: ‘Gynak. Anat. die Geschw. d. Eierstécke,’ Berlin, 1894, pp. 3, 24. 

5 DARTIGUES: Revue de Gynec. et de Chirurg. Abdom., tome iii., 1899, p. 601. 

€ ZIEGLER: ‘Text-book of Special Pathological Anatomy, translated and 
edited by MacAlister and Cattell, 1897, section xiii., p. 1028, and German edition, 
1902, p. 892. 

7 HEKTOEN and RIESMAN: ‘A Text-book of Pathology’; art. by Beyea, 
vol. ii., p. 1074. 

8 GEBHART: Path. Anat. d. Weibl. Sexualorgane, p. 378. 

9 GRIFFITH: Allbutt and Playfair—‘ System of Gynecology’; art. on 
‘ Diseases of the Ovary,’ p. 843. 

10 Pozzi: Traité de Gynécologie, p. 872 ; and Sydenham Society’s Translation, 
vol. iii., p. III. 

™ LEOPOLD: Archiv fiir Gyndk., 1874, Bd. vi., pp. 189, 226. 

12 LUCKE and KLEBS: Virchow’s Archiv, 41-4. 

13 VIRCHOW : ‘ Die krankhaften Geschwiilste,’ 1867, vol. i1., pp. 223-226. 

™ CRAWFORD: 7Jvans. Obstetr. Soc. Lond., 1894, vol. xxxvi. 

5 MUNDE: Amer. Journ. of Obstetr., 1889, p. 282. 

6 FEIS: Cent. fiir Gyndk., 1894, p. 133. 

7 BRIGGS: Brit. Med. Journ., 1897, vol. i., p. 1083. 

8 ORTHMANN: Loc. cit., p. 643; Verhandlung d. Deutsch. Gesselsch. fiir 
Gynak., 8 Versamm., 1898-99, p. 490. 

19 SHOBER: Amer. Journ. of Obstetr., vol. xli., 1900, p. 72. 

20 LAIDLEY: Jdzd., vol. xlii , 1900, p. 661. 

2t ROUFFERT: Bullet. de la Soc. Belge de Gynéc. et ad’ Obstetr., vol, Xi., 1900-01 


LAUWERS: Jdid., p. 131. 

FAIRBAIRN : 7vans. Obstetr. Soc. Lond., 1901, vol. xliii., p. 208. 

W. WILLIAMS: Amer. Journ. of Obstetr., vol. xxviii., July, 1893, p. 1. 
ROBERTS : Trans. Obstetr. Soc. Lond., vol. xxxix., 1897, p. 8. 





146 Journal of Obstetrics and Gynecology 


26 BLAND-SUTTON: ‘Tumours: Innocent and Malignant,’ London, 1901, 
pp. 67, 125. 
27 GRIFFITH: Tvrans. Obstetr. Soc. Lond., vol. xxx., 1888, p. 432. 
2% CoE: Loc. cit., p. 572. 
29 DORAN: Trans. Obstetr. Soc. Lond., vol. xxxviii., 1895, p. 187. 
3° CULLINGWORTH : Jdid., vol. xxxvi., 1894, p. 314. 
3 BRIGGS: Report in Journ. of Obstetr. and Gynec. of Brit. Emp., vol. i., 
p. 693. 
32 DORAN : Edin. Med. Journ., May, 1898. 
33 BLAND-SUTTON : ‘Surgical Diseases of the Ovaries and Fallopian ‘Tubes,’ 
London, 1896, p. 42. 
34 DARTIGUES : Loc. ctt., p. 612. 
35 DORAN: Trans. Obstetr. Soc. Lond., vol. xxx., 1888. 
36 HORROCKS: Report in Journ. of Obstetr. and Gynec. of Brit. Emp., vol i., 
p. 694. 
37 SPENCER: Jdid., p. 693. 
8 BLAND-SUTTON : Zvans. Obstetr. Soc. Lond., vol. xl., 1898, p. 223. 
39 CRISP: Trans. Path. Soc. Lond., 1877, vol. xxviii., p. 195. 
4° LLOYD ROBERTS: Brit. Med. Journ., 1872, vol. i., p. 138. 
GOODHART: TZyrans. Path. Soc. Lond., 1874, vol. xxv., p. 199. 
WALSHAM: Jézd., 1876, vol. xxvii., p. 216. 
KEIFFER: Bullet. de la Soc. Belge de Gynéc. et de la Obstetr., vol. vi., 1895, 





Jardine : Sarcomatous Enchondroma of the Pelvis 147 


A CASE OF SARCOMATOUS ENCHONDROMA 
OF THE PELVIS DURING PREGNANCY.* 


By ROBERT JARDINE, M.D., F.R.S.E., 


Senior Physician to the Glasgow Maternity Hospital; Examiner in Midwifery to 
the University of Glasgow. 


Mrs. H., 1-para, aged twenty-nine, was sent into the Maternity 
Hospital from one of the mining towns near Glasgow. She had : 
been under the care of a medical man for some six weeks, but he 
sent no history of the case, and did not even condescend to reply to 
a letter of inquiry sent him some days later. Unfortunately, we 
rarely receive a word of explanation along with the bad cases sent in. 

Mrs. H. had been married for nine years. She was now pregnant 
about seven months for the first time. Her health had been good 
until she became pregnant, except that she had suffered from pain of 
an intermittent character in the back of both thighs for two years, 
particularly during the winter. When three months pregnant, the 
pain in the thighs became worse, and about a month later the right 
thigh began to swell. With the onset of the swelling, the pain in 
the right thigh became much more severe. The swelling gradually 
increased, and six weeks ago she had to take to bed. Since then the 
swelling has increased, and at times the pain has been almost un- 
bearable. For some time she has only been able to lie on her left 
side, and occasionally on her face. A pressure-sore has formed over 
the left trochanter. She has lost flesh considerably. 

Condition on Admission.—The patient was pale and emaciated. 
She complained of severe pain in the back of the right thigh, and in 
the right side of the abdomen. The right leg was enormously swollen 
and cedematous, more especially the thigh and hip. The cedema 
extended up as high as the iliac crest behind and in front. A distinct 
swelling could be made out in the abdomen above the right iliac 
crest, almost halfway up to the umbilicus. This swelling was quite 
distinct from the uterus, and was apparently attached to the ilium. 
It was particularly tender in the right inguinal region. The uterus 
was displaced towards the left side, and quite free from the tumour. 
The head of the child could be palpated lying to the left just above 
the pelvis. The foetal heart-sounds were easily heard—strong, but 
rather rapid. On inspecting the labia, they were found to be free of 


* Read before the Glasgow Obstetrical and Gynecological Society, March 26. 
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cedema. On attempting to pass a finger into the vagina, the passage 
was found to be obstructed by a hard globular mass growing from 
the right of the pelvis. The pain was so great that the attempt had 
to be given up. 

Next day I made a thorough examination under chloroform. 
The tumour was found to occupy the greater part of the ' pelvic 
cavity, growing from the right side, apparently from near the sacro- 
iliac joint. The finger was introduced beyond the mass with 
difficulty, but the cervix could not be reached. The vaginal mucous 
membrane was freely movable over the mass, which was soft and 
almost fluctuant at some points, and at others quite hard. A rectal 
examination confirmed the observations made per vaginam. A small 
hard nodule was made out in the anterior uterine wall near the 
fundus. On passing a catheter into the bladder, the instrument 
went in obliquely to the left. 

My diagnosis was an osteo-sarcoma springing from the right side 
of the pelvis. 

The prognosis was hopeless as regarded the mother. The child 
was still alive, but, as the pregnancy had barely reached the seventh 
month, it was very doubtful if an immediate Cesarean section would 
give a viable child. I decided to wait until there was a chance of 
getting a viable child. The tumour, I was quite sure, could not be 
removed. 

The consulting staff of the hospital saw the case. Dr. Cameron 
quite agreed that it was a sarcoma, and that I ought to wait to give 
the child a chance. Drs. Reid and Sloan both suggested the 
possibility of the tumour being a simple one. They agreed with the 
proposed treatment. 

As we failed to get any information from the doctor who had 
attended her, we questioned the husband to see if we could form any 
idea of the rate of growth. He informed us that he had last had 
connection about three months ago, and that for about a month 
previous to that he had occasionally experienced slight difficulty. 
This difficulty had not been very marked, and had not been ex- 
perienced at any time previous to about four months ago. The rate 
of growth must therefore have been very rapid. 

The patient was made as comfortable as possible by the use of 
opiates to relieve the pain. The bowels were obstinately constipated, 
and only relieved by aperients and enemata. There was a slight 
trace of albumen in the urine. It was quite evident that the tumour 
was steadily growing. The swelling of the leg increased, and the 
vulva became cedematous. As the patient was’ steadily losing 
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ground, it was determined to do Cesarean section on the ninth day 
after admission. Two days before the operation was done, the foetal 
heart was quite distinct, but it could not be heard on the following 
evening. 

Dr. Reid kindly gave me his advice during the operation, and 
Dr. Gibson assisted me. The abdominal wall was very oedematous, 
and the veins in it much engorged. The uterine incision was made 
in the anterior wall, and the placenta lay beneath it. It is rather 
curious that, in the last nine or ten sections I have done, I have had 
to go through the placenta in every one. The child was still-born. 
Its head showed moulding from the pressure of the tumour. When 
the placenta and membranes were removed, there was a considerable 
amount of decidua lining the uterus, and this was swabbed out. On 
passing the hand into the uterus, it was found that the cervix would 
allow of drainage, so it was decided to stitch the uterus. A small 
fibroid tumour was removed from the edge of the incision. The 
uterus was flabby, but there was very little bleeding. A hypodermic 
of ergotin was given, and a saline injection under the breast. On 
examining the tumour, it was found to block the pelvic cavity and to 
extend up the right side of the abdomen to about the level of the 
umbilicus anteriorly. The upper part was rounded and quite soft. 
It was completely retroperitoneal, springing from the side of the 
pelvis. The broad ligament was opened up by it behind. The 
operation was finished by stitching the peritoneum and then the 
abdominal wall. 

The patient rallied from the operation towards the evening, but 
cardiac failure began to manifest itself, and she died twenty-four 
hours later. At the time of the operation the temperature was 
102°4° F. It had been normal the evening before. 

The post-mortem examination was made by Dr. Carstairs 
Douglas. 

The right labium majus was enormously swollen and engorged, 
the left little affected. There was also some cedema of the abdomen 
and groin in the right iliac region. On the right side the abdomen 
was more prominent in its lower part than on the left, and on palpa- 
tion it felt distinctly more resistant. 

The thorax presented nothing of special note. The heart was 
small, but apparently healthy. Both lungs were cedematous, and 
showed evidence of distinct passive congestion in their lower and 
posterior portions. 

On opening the abdomen and carrying the incision through the 
wound, some serous fluid of a straw colour escaped. The parietes 
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at the wound were rather soft, pulpy, and cedematous. There was 
no pus present. There was a slight adhesion between the uterus and 
the parietes. The peritoneum appeared quite normal. The uterus 
was lying well up in the abdomen, the fundus as high as the um- 
bilicus. On its anterior and upper part was a firmly-sutured wound 
about 5 inches in length. The tubes and ovaries were healthy ; the 
right ovary was slightly enlarged. The bladder was moderately full. 

On reflecting the abdominal parietes, it was at once apparent 
that the right half of the false and true pelvis was filled with a large 
pathological mass (Fig. 1). This was rounded and nearly smooth 
on its superior, anterior, and inner aspects. The upper part was of 
a bluish tint, and felt soft and boggy. Its lower part was firmer and 
more flesh-tinted. It lay beneath the peritoneum on the posterior 
abdominal wall and pelvis. The dimensions were as follows: 

1. Superiorly it rose to the tip of the eleventh rib and slightly 
above the umbilicus (about the level of the second lumbar vertebra). 

2. Anteriorly it grew forwards sufficiently to make a prominence 
in the right iliac region. 

3. Internally it reached the middle line at the level of the 
promontory of the sacrum. Above this it gradually receded from 
the middle line of the body, while in the true pelvis, near the outlet, 
it rather exceeded this limit. 

4. Posteriorly and externally it was continuous with the pelvic 
wall. 

5. Inferiorly it was found, on removing the whole pelvis, that it 
had grown down under the pelvic arch ; that it had incorporated in 
its substance practically all the upper part of the ischium and of the 
pubis and the ilium near the acetabulum. It had grown out of the 
pelvis also at the great sacro-sciatic notch, and had so eaten through 
the bones just behind the acetabulum that the ilium here had become 
quite detached from the ischium and pubis. The lower part of the 
growth was more osseous than the upper, and contained many large 
spaces, some of them full of blood. It was very fragile, and easily 
crumbled. There was no distinct demarcating line of tissue to 
circumscribe it, but it projected in an irregular manner into the 
tissues of the thigh in its upper part. One or two small glands were 
enlarged along the right Poupart’s ligament. Some enlarged retro- 
peritoneal glands were also found, No metastatic growths were 
found. The right ureter, in its course to the bladder, was stretched 
over the tumour. 

The spleen, kidneys, and other abdominal organs showed nothing 
of interest. The liver was large, pale, and fatty. 
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The entire pelvis and tumour was removed, and I now show it to 
you, and also an admirable drawing which Dr. Lindsay kindly made. 
To the left is seen the sutured uterus with the bladder below it. The 
tumour mass projects through the right side of the pelvis. The 
dotted line indicates the upper limit of the tumour at the time of 
operation. 

The following is the report of the microscopic examination of the 
tissues made by Dr. Douglas: 

‘The microscopic examination of the growth showed it to be 
composed almost entirely of large, rapidly-growing cartilage cells, 
with here and there small groups of cells suggestive of sarcomatous 


FIG. 1.—THE PELVIS AFTER REMOVAL FROM THE Bopy. 
The growth lies to the right, the sutured uterus to the left. 


degeneration. There were also cysts at places, so it may be an 
ordinary enchondroma with cystic changes, or with sarcomatous 
degeneration, or both.’ 

It is impossible to decide when this tumour first began to grow. 
It may have been there before conception, and the sciatic pains 
would point to the nerve having been affected during the last two 
years. If it was there at the beginning of the pregnancy, it is quite 
certain that its rate of growth became very rapid after impregnation. 
The growth may have been simple to begin with, but there is no 
doubt of its malignant character finally, although it is difficult to 
demonstrate sarcomatous cells in it. 


I regret that I did not operate a couple of days sooner, as there 
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would then have been a slight chance of saving the child’s life, but 
we had no warning of its impending death. I do not know what 


caused its death. 
I am deeply indebted to Dr. Campbell Maclure for the careful 


notes of the case; to Dr. Lindsay for his admirable drawing ; to Dr. 
Douglas for the pathological report; and also to Drs. Reid and 
Gibson for their assistance at the operation. 
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THE TREATMENT OF ACCIDENTAL 
HAEMORRHAGE. 


By W. FRANK COLCLOUGH, M.D. Canras., 


Late Extern Maternity Assistant Rotunda Hospital, Dublin, and Medical Officer to the 
British Hospital, Oporto, Portugal. 


From the time when the original distinction in England was made 
in 1775 by Rigby between placenta previa and accidental hemor- 
rhage to the present day, the question of the correct treatrnent of 
accidental hemorrhage has been much debated. Plugging the vagina 
was advocated in 1776. Rigby, in his ‘Essay on Uterine Hemor- 
rhage,’ the fourth edition of which was published in 1789, very 
carefully describes how he waits for slight pains and some dilatation 
of the os before rupturing the membranes. John Burns in 1807, in 
‘Practical Observations on Uterine Hemorrhage,’ writes at con- 
siderable length on the value of the vaginal tampon. 

Ingelby, in a book on ‘ Uterine Hemorrhage,’ published in 1832, 
refers to the disputed lines of treatment, namely : 

1. Propriety of rupturing the membranes in preterence to 
immediate delivery by turning the child. 

2. The employment of the tampon until the os uteri has under- 
gone a certain degree of relaxation. 

In 1842 Churchill, in his ‘ Midwifery,’ discusses various lines of 
treatment. Robert Lee in 1844 published ‘ Lectures on Midwifery,’ 
and related the history of the treatment very fully. In 1860 
Braxton Hicks advocated rupture of the membranes and rapid 
delivery for cases of concealed accidental hemorrhage. From that 
time until Smyly reintroduced the method of plugging the vagina, in 
1894, there seems to have been no other mode of treatment. Most 
of the text-books of the present day advise that in severe cases the 
uterus should be emptied of its contents as soon as possible, and in 
addition to that line of treatment they warn the practitioner against 
plugging the vagina. 


CLASSIFICATION OF ACCIDENTAL H4MORRHAGE. 

The classification of accidental hemorrhage adopted is borrowed 
from the Germans—namely, external, concealed, and mixed. It is 
a clinical classification. The text-books make use of two varieties— 
external and concealed. However, the causes of accidental hzmor- 
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rhage, let them be what they may, are the same in all. It 
is an accidental cause—namely, the amount of separation of the 
membranes—which determines whether the blood, poured out into 
the uterine cavity, finds its way to the vagina or not. Probably the 
position of the original spot where the hemorrhage takes place is 
the most important factor. In not a few cases where the symptoms 
are principally those of the concealed variety more or less external 
hemorrhage is found; and, on the other hand, in cases of external 
hemorrhage not only may there be symptoms of concealed accidental 
hemorrhage, but retro-placental clots may be discovered. As an 
example, Goodell’s so-called cases of concealed accidental hzmor- 
rhage might be classified as 68 concealed, 30 mixed, and 1 external.* 

Since my attention has been attracted to this subject, I have 
noticed many placentz, from apparently normal confinements, show- 
ing obvious evidence of slight separation and hemorrhage. The old 
adherent blood-clots vary in size, and the placenta is more or less 
affected at these points. The symptoms caused by these hemor- 
rhages have been so slight that they have been neglected. On this 
question Dr. Bligh, of Caterham Valley, gives some details in his 
case of accidental hemorrhage recorded in the Lancet for July 31, 
1895. He describes the placenta, and mentions ‘a roughly oval 
depression 4 inches x 3% inches; this depression was } inch below 
the general surface, and over it the normal placental structure was 
atrophied, producing a fibroid, nearly smooth base. On examining 
the clots a portion of the smaller was found to be obviously old, 
being firm and partially decolourized, and this portion fitted with 
curved exactness into the placental depression. The larger clot, 
which measured g inches x 6 inches x 2 inches, was recent.’ Dr. Bligh - 
stated that the patient had been seized with sudden faintness six weeks 
previous to her confinement ; this passed off after a day in bed. She 
was in good health up to the day before the acute symptoms began. 
From the extremely slight cases one can go by easy steps to the 
most severe, when death may occur rapidly. Of the three forms, 
it cannot be doubted that the concealed variety is by far the most 
dangerous. Besides the severity of the symptoms, there is often 
delay in treatment. With the external variety, on the contrary, 
there is seldom any delay in sending for medical assistance, as every 
woman fears what she calls flooding or hemorrhage. 

It may be advisable to briefly describe a typical case of concealed 
accidental hemorrhage. The symptoms which attracted my atten- 
tion in the first case of the kind that I was called to were the anxious, 


* Amer. Journ. of Obstet., vol. ii., p. 281 e¢ seg. 
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drawn face, and the restless condition of the patient ; she was tossing 
about from one side of the bed to the other, moaning but not com- 
plaining of pain. The skin was cold and clammy, the pulse rapid, and 
just perceptible. On putting my hand on the abdomen, the fundus 
of the uterus was felt a little below the ensiform cartilage ; it was 
of stony hardness, round in shape, and no foetal parts could be felt. 
On listening with a stethoscope no uterine souffle, no foetal heart, no 
sounds of any kind were to be heard. The patient was having no 
labour pains, and there was no external hemorrhage. On vaginal 
examination the cervix was found undilated and. hard; it just 
admitted a finger-tip; the head covered by the membranes was felt 
with difficulty. » 

In a case of mixed accidental hemorrhage, in addition to the 
external hemorrhage, more clinical evidence of collapse is. found 
than would be accounted for by the blood lost; in other words, 
there is shock as well as collapse. There are signs of internal 
hemorrhage, but they are not so definite as those met with in the 
concealed variety; the uterus is hard, but has some elasticity ; it 
may be slightly overdistended as well; the foetal parts can probably 
be made out at the lower portion, and by the stethoscope one 
can hear some sounds. Later on retro-placental clots wil! prove 
the internal hemorrhage. The external variety presents nothing 
out of the common. In the concealed variety, as a rule, there are 
no pains, and the os is hard and undilated. Attention must be drawn 
to the fact that in the typical cases of concealed and mixed accidental 
hemorrhage the uterus is always more or less distended and paralyzed. 
It is therefore impossible, until it has rallied, to expect proper uterine 
contractions sufficient to expel the contents and to insure the absence 
of post-partum hemorrhage. Sufficient stress is not laid upon this 
point in all the writings which have been consulted. 


DESCRIPTION OF THE ROTUNDA METHOD OF TREATMENT. 


1. Plugging the Vagina.—Hastings Tweedy described the process 
in a paper, ‘The Vaginal Plug in Accidental Hemorrhage.’** The 
method in use at the present time differs a little from that employed 
when Tweedy was assistant-master. The plugs used are small 
tampons of sterilized cotton-wool, about the size of a large walnut. 
Lysol, creolin, and perchloride of mercury are the antiseptics used. 
After all the necessary antiseptic precautions usual for any obstetric 


* Transactions of Royal Academy of Medicine in Ireland, vol. xvi., 1898. 
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operation have been taken, a catheter is passed, and the operator 
proceeds to plug. The patient is placed in the lithotomy posi- 
tion, and the fingers of the hand which was not used for cleansing 
the vulva, etc., may be used for plugging, and the other hand acts as 
a speculum. The plugs are taken out of the solution separately, 
wrung almost dry; the first one is placed in the posterior fornix, and 
the fornices are systematically packed with a fair amount of pressure. 
Each plug is put in with a purpose to form a ring round the cervix, 
and packing is continued systematically downwards until no more can 
be introduced into the vagina. The operator then takes a large strip 
of iodoform gauze and places it over the plugs, which will be pro- 
jecting from the vagina, instructing an assistant with clean hands to 
hold the gauze in position while the binder and T bandage are put 
on. The iodoform gauze is not always used, but the author has 
found it of great practical value. 

Chloroform or an anesthetic need not be given; it will only be 
required if the patient is very restless, and it is a remarkable fact 
how little is necessary to render the patient quiet—merely a few 
whiffs. 

2. Application of the Binder and Perineal Bandage.—The binder 
should have been placed under the patient before the plugging, etc., 
was commenced. It is now brought down into position, while the 
patient is swung round into the bed. Strong pins and a stout binder 
are needed. The first pin must be placed above the fundus, as near 
to the ensiform cartilage as possible, and the binder secured ex- 
tremely tightly downwards as far as the symphysis. Lastly, the 
perineal bandage is put on, pinned well up the binder in front, three 
couples of pins being required. The patient is then rolled over on 
to her side, and the bandage secured at the back in the same way, 
the assistant keeping up steady pressure with his hand on the iodo- 
form gauze. The plugs are thus kept in place until thoroughly 
secured by the tight perineal bandage. In this manner pressure is 
made on the front of the uterus and abdomen by the tight binder, 
and the uterus is forced downwards as well as on to the firm mass 
of plugs. The abdomen and the abdominal veins will also be 
compressed. 


THE ACTION OF THE PLUG AND BINDER. 


Smyly, in his paper read before the British Medical Association 
at Bristol in 1895, stated that a properly-applied tampon (1) pre- 
vented external bleeding; (2) excited labour pains; (3) induced 
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rapid dilatation of the os; (4) caused increased intra-uterine tension 
if hemorrhage continued ; and he only advocated the plug so long 
as the membranes were intact. 

Tweedy, in his paper already referred to, states that the tampon— 

1. Acts as a tourniquet to the uterine arteries, the arteries 
becoming acutely bent, and their blood-flow impeded. This action 
is probably brought about by the drag on them through their cervical 
branches. (In one case he experimented on its action.) 

2. That there is clinical evidence that the hemorrhage does not 
occur above a properly-fitted tampon. 

3. That labour pains are induced quickly, probably by accumula- 
tion of CO, in the uterine muscle, the result of the compression of its 
vessels. 

4. That it dilates the cervix by (a) causing a peripheral force to 
act upon it, (b) exciting uterine contractions. 

His method differs from that in vogue at the Rotunda in the 
following particulars. He advocates: 

1. Cotton-wool plugs, the size of a small fist. Further ex- 
perience has shown that smaller plugs, say the size of a large walnut, 
are more easily manipulated, and form a better plug when massed 
together. 

2. The left lateral position. The lithotomy position is now 
generally employed. He mentions only ‘a diaper placed between 
the thighs.’ As described, the fixing of the tight perineal band on to 
the tight binder is not the least important part of the Rotunda 
method. 

Tweedy refers to a tight abdominal binder. At the Rotunda at 
the present time the binder is put on extremely carefully, and with 
the modification described in detail. Some medical men have 
attempted the procedure in such a crude fashion that naturally the 
results have not been successful. A local practitioner sent a case 
to the Rotunda, stating in a note that he had plugged the vagina. 
On the patient being admitted, the plug was found to be her 
husband’s handkerchief. Mr. Targett relates a similar incident, 
which occurred at Guy’s Hospital, the plug being in this case a 
handful of tow. 

The statements made by Smyly and Tweedy, that the plug and 
binder (1) excite labour pains, (2) induce rapid dilatation of the os, 
may be doubted. 

For this paper all the cases of severe accidental hemorrhage 
occurring at the Rotunda Hospital from November 1, 1896, when 
Dr. Purefoy took on the mastership, to November 30, 1901, have been 
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collected. The total is 83 out of about 17,200 deliveries. Twenty- 
four occurred during the eleven months the author was at the 
hospital as student and extern maternity assistant. An analysis of 
the 40 external and mixed cases in which the plug and binder were 
used has been made. The three cases of concealed hemorrhage 
have been purposely left out, as Smyly and ee do not propose 
to plug the vagina for this variety. 

In three of the 40 cases the times of delivery are not stated, and 
one died undelivered ; hence there are 36 cases as tests. 


Times of Delivery after Plugging. 


Under 4 hours __... ae ... 4 Cases. 
From 4 to 7 hours aes aw 
», 7 to 12 hours re ska 2 
», 12 to 24 hours Re se) 8S 
Over 24 hours vi oie a 


a9. 
99 
” 


99 


36 cases. 


Of the four cases three patients had been in labour six hours, nine 
hours, and fifteen hours respectively before plugging; the fourth 
patient was in her fifteenth pregnancy, and the os was the size of 
2 inches when the vagina was plugged. Of the cases over twenty- 
four hours, the times were twenty-six hours, three days, nine 
days. These facts do not suggest that the plug and binder accelerate 
labour. 

Of the three cases of concealed hemorrhage the times were 
respectively ten hours, twenty hours, two and a half days. 

Clinically, there can be no doubt that the plug and binder control 
the hemorrhage. Forty-three of the Rotunda cases were plugged ; 
of this number there were two deaths. One (death undelivered), 
judging by the description, must have lost a fatal quantity before the 
vagina was plugged; it was diagnosed as a case of external acci- 
dental hemorrhage. The other died from a ruptured uterus, but 
she delivered herself naturally before death. It may be fairly claimed 
that the hemorrhage was successfully controlled in 42 out of 43 
cases. 

It is difficult to say how the plug and binder control the hemor- 
rhage. Without more proof, Tweedy’s statement, that the uterine 
arteries are bent by the plug, can hardly be accepted. The only 
explanation possible is that the effect is purely mechanical, and con- 
sists in a general pressure on the whole of the uterus. 
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It has been shown in describing the method in use that the plug 
forms a solid mass, which is kept in place by the perineal bandage. 
The uterus is not only forced down on to this, but a very tight 
pressure is put on the whole of the front of the uterus, as well as on 
some. portion of the fundus. There is therefore a general compres- 
sion. The uterus may be regarded as a distensible sphere filled with 
fluid. The pressure exerted outside will be transmitted to the fluid 
inside ; at. the same time the walls are supported to prevent further 
distension. As soon as the fluid pressure within the uterus is equal 
to the blood pressure’in the uterine arteries, further escape of blood 
is stopped. 

Smyly objects to the plug being used after rupture of the mem- 
branes. His reason is the risk that fresh blood may escape into the 
space which was occupied by the liquor amnii. If the plug and 
binder act in the way that has been suggested this space would be 
obliterated. More pressure would be required because of the loss of 
the fluid inside, to which the outside pressure is communicated. 

Among the cases collected, the vagina was successfully plugged 
in one, after rupture of the membranes. 

The older writers, when they advocated the use of the vaginal 
plug, did not perform that operation as thoroughly as it is now done 
at the Rotunda Hospital; therefore, they did not understand the full 
use which might be made of it. On this point both Smyly and 
Jellett seem doubtful, when they advocate accouchement forcé or 
Porro’s operation for bad cases of concealed hemorrhage. 


THE CAUSES OF DEATH IN CASES OF ACCIDENTAL HA4MORRHAGE. 


It will be obvious that there can be: 

1. A Fatal Hemorrhage.—Physiologists state that 3 per cent. of 
the body-weight is a fatal loss. The average weight of a woman may 
be taken as g stone, or 126 pounds; 3 per cent. of this is 33 pounds. 
In the Rotunda Hospital cases in four instances the clots were 
weighed—(a) the blood-clot was 2 pounds, with some fluid blood ; 
(b) 2 pounds; (c) 1% pounds; (d) 1? pounds. From an analysis of 
Goodell’s cases, and many others which have been published in 
various medical journals, one seems to get a suggestion that the 
maximum loss with recovery is 2 pounds. On the other hand, death 
has occurred with loss of almost an infinitesimal amount of blood. 

2. Non-fatal Hemorrhage and Shock.—It will not be denied that 
distension of the uterus causes shock. 
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There are two other causes of shock which are material in bringing 
about death. These are: 


(1) The shock from dilatation of the cervix in the procedures 
recommended by so many authors. 

(2) The shock from the operative measures adopted—version, 
perforation, and forceps. I have seen two bad cases of shock 
from dilatation of the cervix for the purposes of curetting; in 
both the operation was commenced before the patients were fully 
under chloroform. 

The question of chloroform has to be considered. If any opera- 
tion be performed, additional shock will be caused unless the 
chloroform be pushed to the surgical degree. To deeply anesthetize 
a patient suffering from collapse is dangerous. To perform the 
operation (a) without chloroform, (b) at a point less than surgical 
anesthesia is also dangerous, therefore any operation is contra- 
indicated. 

3. Post-partum Hemorrhage.—This must have caused death in 
many instances if the descriptions of the cases are true. The extra 
amount of blood lost is sometimes little because of the collapsed 
condition of the patient, yet it is sufficient to settle the question of 
life or death. In others there can be no doubt as to its effect, the 
hzmorrhage being so severe. 

Clinically the cases can be divided into three classes : 

(1) Cases where the hemorrhage or shock, or both, have been so 
severe that the patient cannot recover, no matter what treatment be 
adopted. 

(2) Cases where the symptoms are severe, and there is a medical 
man’s margin, proper treatment will result in recovery, but in- 
judicious treatment will probably cause a different ending. 

(3) Cases so slight that, under any treatment within certain limits, 
the patient will recover. 

The uterus, very soon after the plug and binder have been 
applied, becomes markedly softer to the touch and the patient 
rallies. After an interval—sometimes hours, sometimes days— 
pains come on. In a remarkably short time (in some cases with 
two or three pains) the plugs, foetus, placenta, and clots behind it 
‘tumble out,’ to use the expression of a midwife about seventy 
years old, with an experience of forty years in the Dublin slums. 
There is seldom, if ever, any post-partum hemorrhage, providing 
_a sufficient interval has elapsed between the plugging and the 
delivery. 


Now, with regard to the question of after-treatment. In most 
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instances, as soon as the patient is seen (and before the plugging), a 
hypodermic injection of strychnine is given. When she is com- 
fortably in bed with hot bottles, if there is no vomiting, she is 
induced to take some hot nourishment, and a hypodermic injection 
of morphia; } grain may be given with benefit, but this dose is 
usually considered too much. Instructions are given to the atten- 
dant that an urgent message should be sent in the event of: 

(a) Pains coming on. 

(b) Plugs commencing to bulge. 

(c) Any hemorrhage coming through the plugs. (This is usually 
regarded as a proof that the plugging has not been efficiently done.) 

(d) Any attack of faintness, etc. 

The patient while awake should be given nourishment every 
hour, and the binder and plugs should not be touched for any 
purpose. A catheter is passed about six hours after plugging, the 
perineal band is reapplied, and the binder tightened. The plugs 
are left in for twenty-four hours (if there should be no need to take 
them out); they are then removed, the vagina is douched, and, if 
necessary, the plugs are reinserted. Should the conditions be satis- 
factory, nothing further is done. 


CRITICISMS ON THE RESULTS OF RUPTURING THE MEMBRANES. 


Those who have advocated the rupture of the membranes have 
done so for a definite reason. The treatment has often been ques- 
tioned, but the rupture of the membranes in cases of accidental 
hemorrhage is supposed to bring on pains. It must be admitted 
on all hands that the contractions of the uterus will control the 
hemorrhage. 

Mauriceau, Puzos, or Ramsbotham, to whichever is due the 
doubtful credit, argued that because rupturing the membranes will 
in some instances bring on pains, or increase the pains in a normal 
case, therefore the same method will have a similar result in acci- 
dental hemorrhage. But it is impossible to bring on pains rapidly 
in the majority of cases of accidental hemorrhage. The uterus is 
in such a condition that it cannot contract. To show that it does 
not do so, Braxton Hicks’s twenty-three cases* (with fifteen deaths) 
have been analyzed. Six of his cases, at all events, are arguments 
against his statement that ‘evacuation of water tends to hasten 
labour,’ as the following table shows. 


* Trans. Obstet. Soc. Lond., vol. ii. 
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| After Rupture | 
Case. | of Membranes, | 


Remarks. 
Delivery in— | 


4 hours | Uterus commenced to act in about 2 hours after rupture | 
of meinbranes. 
Spee The membranes were ruptured when slight pains were 
on ; eventually perforation and extraction were done. 
Se 55 Labour began 23 hours after the rupture of membranes. | 
* Ill all day ; at 8 p.m. sent for-help ; the membranes were | 
(death) artificially ruptured at 12 midnight; at 2 a.m. the os | 
was fully dilated, but there were no regular pains, nor | | 
: at 6 a.m., and patient died at 6.10 a.m. 
12 hours | Attack at 12 noon; seen in $ hour; in another }$ hour | 
(death) | membranes were artificially ruptured ; no pains ; in | 
the hopes that, the membranes being ruptured, labour | 
would come on, the doctor waited and watched; 
eventually the patient died without having had any 
pains, 12 hours after the rupture of the membranes. 
| Membranes were ruptured on the Ist of the month, with- 
| out setting in of labour or any particular symptoms 
| until the 4th. | 
| 








A further analysis shows that in only 2 cases (Nos. 1g and 21) 
did the rupture of the membranes appear to hasten labour. In 
No. 21 the membranes were ruptured 24 hours after the attack 
occurred. 

Dr. John Barrett records a case. Attack soon after II a.m., 
seen at 2.30 p.m., again at 4.30, when the membranes were ruptured 
artificially ; the patient died in 14 hours, labour having made no real 
progress.* 

Goodell is more emphatic than Braxton Hicks as to the necessity 
for rupturing the membranes.t On p. 342 he writes: ‘ The 
importance of early interference is well shown from an analysis of 
the (foregoing) tables, whilst only fifteen deaths occurred in the 
fifty in which artificial aid was resorted to.’ 

His details are in so many instances insufficient, that it is really 
impossible to compare deaths. An analysis of his cases shows that 
in 31 out of the 52 the membranes were ruptured either : 

1. Late—i.c., hours after the attack of hemorrhage first com- 
menced. 

2. When the patient was in labour; or 

3. When the os was more or less dilated. 

Further, 8 out of the 52 recoveries were not treated; from the 
descriptions they may be fairly regarded as not severe. This reduces 
the number for comparison to 44; therefore out of 44 severe cases 
which recovered in 31 the membranes were ruptured, as I, 2, or 3. 


* Obst. Trans., vol. xiv., p. 58. + Amer. Jour. of Obstet., vol. ii. 
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RECAPITULATION AND COMPARISON OF THE TWO LINES OF 
‘TREATMENT. 


To recapitulate the various points : 

1. Rupture of the membranes is only safe when the uterus is 
contracting vigorously, and is capable of keeping up the necessary 
rhythmical contractions to prevent further hemorrhage. 

2. In all severe cases the danger is due to the fundamental fact 
that the uterus is incapable of contracting down upon its contents, 
and of keeping up the necessary rhythmical contractions—zi.e., it. is 
paralyzed. To rupture the membranes is to reduce the little pressure 
there is, by opening what was a closed sac; bleeding can then more 
readily take place behind the placenta. : 

(It is because of the closed sac that the uterus distends in cases 
of concealed accidental hemorrhage.) 

3. If it were possible to increase the fluid pressure in the uterus 
until it became greater than the arterial blood pressure, the hemor- 
rhage would cease. This obviously means that at the same time the 
uterine walls must be prevented from further distension, the result 
of the increased intra-uterine fluid pressure. 

4. The objection that plugging the vagina converts an external 
hzmorrhage into a concealed is only valid if the uterine walls are 
incapable, directly or indirectly, of withstanding a pressure within 
them equal to the arteria! blood pressure. 

5. If the uterine walls are so diseased that they distend as the 
result of intra-uterine pressure, then it is claimed that the plug and 
binder, applied in the manner which has been described, render 
them capable of withstanding the pressure of the escaping blood, 
and so control the hemorrhage. 

6. The proposition has been brought forward that the pressure 
of the binder is transmitted to the fluid inside the uterus; thus 
the intra-uterine pressure is made more than equal to the blood 
pressure. 

In clinical language it is claimed for the plug and binder that— 

1. They control the hemorrhage. 

2. Opportunity is given to the patient to rally if possible. 

3. They are the means of delaying the rupture of the membranes, 
by supporting the cervix and the dilating os when dilatation com- 
mences. 

4. Delivery will, in consequence of the delay, be natural, for 
it will not-take place until the uterus contracts with sufficient vigour 
to expel its contents. 
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5. All risk of post-partum hemorrhage is done away with. 

The arguments against the present more general line of treat- 
ment—namely, immediate rupture of the membranes with dilatation 
of the cervix and rapid delivery—are : 

1. That this method is only justifiable when— 


(a) Pains are vigorous. 
(b) Os is dilated. 


2. That in the absence of these conditions the operative pro- 
cedures required cause additional shock and risk, besides probable 
injury to the cervix. 

3. That in the absence of pains post-partum hemorrhage is 
inevitable. 

There is one other advantage in the plug and binder method— 
namely, that it can be done by anyone with a fair knowledge of 
obstetrics and asepsis, whereas the methods necessary for rapid 
delivery can only be successful in the hands of one unusually skilful. 
As the object of the Rotunda method is to allow of a natural 
delivery, the membranes must, therefore, not be ruptured until as 
late as possible. Great judgment is required on this point. 

In case No. 9 (p. 169), on the removal of the plugs, the os was the 
size of four fingers; the patient delivered herself two hours after- 
wards. 

In case No. 6 (p. 168), on the removal of the plugs, the os was the 
same size—t.c., four fingers—but delivery did not take place for 
thirty-two hours. 

If the pains become vigorous the perineal bandage ought to be 
taken off, and a few of the plugs removed. The contractions of the 
uterus will force out the rest; only then should the membranes be 
ruptured, if they are still intact. 


ROTUNDA CASES. 
Analysis of the Eighty-two Cases. 


Eighty-two cases of accidental hemorrhage, consisting of : 


External ail a me ws 


Mixed ... iia ve ‘ai si Bf P 
Concealed oe shes rr se NG 3 


82 
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There were six deaths: 


(1) Concealed 
(2) Mixed 


(3) Mixed 


(4) External 


(5) Mixed 


(6) Mixed 


Porro’s operation. 

No treatment ; moribund when seen 
by the extern maternity assistant ; 
died undelivered. 

Admitted to hospital with mem- 
branes ruptured; after some delay, 
forceps and rapid delivery in con- 
sequence of the bleeding suddenly 
starting afresh. Death in an 
hour. 

Severe ; vagina plugged, but patient 
never rallied. Death occurred a 
few hours later, presumably a fatal 
loss before treatment. 

Death from ruptured uterus after 
natural delivery; plugged 18} 
hours before. 

Death from sepsis some days after 
delivery ; vagina was not plugged. 


The methods of treatment adopted in the 82 cases were: 


Concealed, 6 


Mixed, 29 


External, 47 


No treatment, I. 

Plug and binder, 2. 

Plug and binder and forceps, I. 
Forceps, 1. 

Porro, I. 

No treatment, 7. 

Plug and binder, 16. 

Tight binder, 1. 

Membranes ruptured, 2. 
Forceps, I. 

Plug and binder and forceps, 2, 
No treatment, 6. 

Plug and binder, 21. 
Membranes ruptured, 12. 
Forceps, 2. 

Footling, I. 

Perforation and version, I. 
Tight binder, 3. 

Plug and binder and forceps, I. 
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Altogether the plug and binder were used in 43 cases—ice. - 


In 22 cases of external hemorrhage. 
In 18 ,, mixed ” 
a +.» concealed om 


With reference to the infant mortality, the treatment adopted 
makes very little difference, the children are so often premature or 
dead before any diagnosis of the mother’s condition is made. 

To compare these 82 cases with those collected by Braxton Hicks 
(23 with 13 deaths), and by Goodell (106 with 54 deaths), only the 35 
cases of concealed and mixed hemorrhage can be taken: 


(1) Treated in various ways (3 deaths, 1 being from sepsis)... 6 
(2) Untreated (1 death) ee ; a 2 


(3) Treated by plugging (1 ici cminal on ve 


35 


Inasmuch as one patient died from sepsis some days after 
the delivery, this case ought not to be included as a direct 
result of the treatment, the death being due, not to the method 
employed, but to the way in which it was carried out. Hence it 
can be said that six cases were treated in various ways with two 
deaths. 

Twenty-one cases were treated by the plug and binder with one 
death. The cause in this instance was a ruptured uterus. 

Rupture of the uterus in cases of accidental hemorrhage, espe- 
cially of the concealed and mixed type, is not very rare. 

Dr. Purefoy, the present Master of the Rotunda Hospital, con- 
tinued the treatment which Smyly had employed for external acci- 
dental hemorrhage cases in his later years of mastership. The use 
of the method has been considerably increased; it is now the routine 
treatment for all severe cases, providing that : 

1. The pains are not vigorous. 

2. The os is not well dilated. 

My very grateful thanks are due to Dr. Purefoy for his kind per- 
mission to make use of the case-books and to publish his cases. 
Most of the eighty-two have already been published in brief form in 
the yearly clinical reports of the Rotunda Hospital. Dr. Lyle’s list, 
also taken from the Rotunda Reports, overlaps my list by six. I have 
added a case occurring during labour, which I saw when junior 
extern maternity assistant. I am also indebted to Dr. Lloyd, 
formerly assistant-master, and to Drs. Carton and Fitzgerald, the 
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present assistant-masters at the Rotunda Hospital, for their ever-ready 


help in supplying me with particulars of the cases which they have 
had under their charge. 


NoTEs ON THE More SPECIAL CASES OCCURRING DURING THE AUTHOR’S 
Stray AT THE ROTUNDA. 


CasE 1.—G. S., aged twenty-four ; pregnancy, second, full time ; date of 
delivery, April 26, 1901; extern maternity; male child, dead; presenta- 
tion, vertex. 

External Hamorrhage-—Severe hemorrhage on April 25, 1901. Vagina 
plugged on April 26. Some hemorrhage through plugs. Plugs removed; 
os found to be fully dilated and membranes ruptured. Chloroform given ; 
forceps applied. Some large clots in uterus; fair amount of post-partum 
hemorrhage. Uterus curetted and douched. On April 30 (temperature 
1o1°4°, pulse 144) uterus curetted and douched. May 1 (temperature 
103°2°, pulse 120), patient refused any further treatment. It was discovered 
afterwards that the patient had a tedious convalescence. Time of delivery 
after plugging not stated. 

Case 2.—M. F., aged forty; pregnancy, ninth, full time; date of 
delivery, May 19, 1901 ; extern maternity; male child, dead; presentation, 
first vertex ; expulsion of placenta in forty-five minutes. 

External Hemorrhage-—Severe hemorrhage. Patient collapsed and 
blanched ; revived by whisky and strychnine. Vagina plugged. Labour 
pains quickly came on, but were feeble in character. Some hemorrhage 
through the plugs at 6 a.m.; plugs removed; os found almost fully 
dilated, so the membranes were ruptured. Time of delivery after plugging 
not stated. Normal puerperium. 

CasE 3.—M. M., aged thirty-eight ; pregnancy, ninth, six and a half 
months; date of delivery, June 4, 1901; extern maternity ; female child, 
dead ; presentation, breech ; placenta expelled with child. 

Mixed Hemorrhage.—Time of delivery after plugging, eighteen and a 
half hours. Patient was out at a wedding the previous night. At 2 a.m. 
she had severe pain and. hemorrhage, and at once sent to the hospital. 
The uterus was three fingers’ breadth below the ensiform cartilage, and 
felt hard, like a‘ pavement.’ No fcetal parts could be made out, and no 
foetal heart heard. Her general condition was not bad, although the pulse 
was 120 and feeble. As she would not readily submit to the plugging, 
a very little chloroform was given, just enough to make her drowsy, and the 
vagina was plugged in the usual way, the os being undilated and hard. 
During the day she was quite comfortable, and her condition improved. 
At 8 p.m. some pains came on. The pulse then was go and good. An 
hour after an urgent message was sent down that the patient was very 
bad. She was much collapsed; there were no pains; she was in a cold 
sweat ; pulse 140. The assistant-master was sent for, who, on arriving, 
removed the plugs, and found the bag of membranes bulging to the outlet. 
The os was not felt. Child, placenta and blood-clot were expelled on 
rupture of the membranes. The patient’s condition was so bad that the 
master came up. A large rent in the left fornix was found running up 
into the left broad ligament. This rent was plugged with iodoform gauze, 
and all the usual remedies applied. Transfusion with salt solution was 
commenced, but death rapidly occurred. No post-mortem examination 
was obtainable. 

Case 4.—L. M. C., aged twenty-five ; pregnancy, fourth, full time; 
date of delivery, July 15, 1901; extern maternity ; male child, dead; 
presentation, first vertex ; placenta expelled with child. 
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External Hemorrhage.-—Time of delivery after second plugging, two 
hours, five hours after first plugging. Slight, constant hemorrhage, and 
soon afterwards pains commenced, about 5 p.m., July 14; at 10.30 p.m., 
pulse 80, uterus soft, vertex presenting, back easily felt, no foetal heart, 
bleeding profusely, although having good pains. Vaginal examination : Os 
size of one finger, no placenta to be felt. A hot vaginal douche given, 
the os dilated to two fingers, membranes unruptured. The vagina was 
plugged in the usual way, ‘and a hypodermic injection of 4 grain of morphia 
given, At 1.30 a.m., July 15, pulse 80, blood had come through the plugs, 
although pains were ‘good. The plugs removed, os found the size of two 
fingers, and head well down. The patient would not be plugged again 
without chloroform, so a iittle was given, and the vagina plugged again. 
At 3 a.m, there was some hemorrhage through the plugs, and the pains 
were forcing the plugs out. At 3.40 the pains were very strong, and the 
child was born, the membranes rupturing as it was expelled. A fair 
quantity of blood-clot followed the child, and in one minute the placenta 
was expelled. The placenta showed no signs of placenta previa. The 
uterus contracted well, and the patient made a good recovery, and was 
found up on the seventh day well. 

Case 5.—M.C., aged thirty-seven ; pregnancy, tenth, seven and a half 
months; date of delivery, August 31, 1901; extern maternity; male 
child, dead; vertex presentation. 

Concealed Hemorrhage.— Uterus larger than full time, hard, and tender ; 
pulse 158; no foetal heart heard, no foetal parts made out; os size of five 
shillings ; membranes intact. Vagina plugged at 10.30 am. Later in the 
day the pulse dropped to 130, and patient improved greatly. Good labour 
pains at 8 p.m., and plugs commenced to bulge. They were therefore 
removed. ‘The os was found fully dilated, and the membranes were arti- 
ficially ruptured. Chloroform was given and forceps applied. The 
placenta was expressed in twenty minutes, retro-placental clot weighing 
2 pounds. Uterus douched. On the third day temperature 101°8°, pulse 
120; as the discharge was foul, on the sixth day patient was curetted 
and douched. This was repeated on the next day, and the uterus packed 
with iodoform gauze. Temperature normal on the ninth day. Time 
of delivery after plugging, ten hours. 

Case 6.—Mrs. C., aged thirty-six; pregnancy, fourteenth ; delivered 
September 8, 1901, at 2 a.m. First seen by student in afternoon, Sep- 
tember 5. Patient was complaining of pain, and the uterus was harder 
than usual ; there was a history of several fainting fits during the morning. 
The student reported that ‘the abdomen was tighter than was usual with 
cases in the wards.’ ‘Temperature, 97°6°; pulse rapid. At 4.15 p.m. 
the uterus felt like a ‘board’; nothing could be made out by abdominal 
palpation. The uterine tumour was up to the ensiform cartilage, although 
the patient said she was only eight months pregnant. No fcetal heart to 
be heard; pulse, 126. Facial expression bad; she was tossing herself 
about, complaining terribly of pain above symphysis, but the uterus was 
not tender. There were no pains, and patient said she had colic and was 
not in labour. 

Vaginal Examination.—Os size of 14 fingers, membranes not rup- 
tured, vertex just felt, high up, and no placenta to be felt. No external 
hemorrhage. 

Diagnosis.—Concealed accidental hemorrhage; the vaginal douche 
preparatory to plugging the vagina was purposely made rather hot, and 
the os dilated to the size of two fingers. "The membranes were not bulging, 
and it was difficult to feel them. A hypodermic injection of strychnine had 
been given on arrival; the vagina was plugged in the usual way. On 
leaving a hypodermic injection of 4 grain of morphia was given. Patient 
slept at intervals, but no pains came on, and she took nourishment well 
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during the night. At 8 a.m., September 6, the binder was loose, and the 
T-bandage unfastened. About six the patient had wanted to pass urine, 
and the T-bandage had not been fastened again. A few plugs were 
loose and just stained with blood. 

The binder was re-applied and also the T-bandage. Pulse was 
100 to 108; patient looked better. 

At 4.30 p.m., September 6, pulse 108. Patient distinctly better; no 
pains; plugs taken out; a few faintly blood-stained. Os the size of 
four fingers. 


The patient was told to remain very quiet in bed, and to send up to 
the hospital as soon as pains commenced. 

Early on the 8th a message came to the hospital. On arrival at 
2.45 a.m. everything had been expelled; the uterus was beyond the 
umbilicus, and the vagina full of clots. The uterus was douched. The 
midwife said that the patient had had four good pains in rapid succession, 
and that almost before the husband had left the street ‘the child, the 
afterbirth, and a lot of stuff looking like old liver had all tumbled out one 
after the other.’ The placenta was large and had been separated over a 
considerable area, and there were two huge masses of old solid blood- 
clot. The patient’s condition was distinctly good, and the puerperium 
quite normal. 

Case 7.—E. R., aged thirty-seven ; pregnancy, ninth; full time; date 
of delivery, October 15, 1901. Extern maternity; male child, alive; 
presentation first vertex ; placenta came away with child. Hemorrhage 
on October 14, 1901, from 6.30 p.m. to 10 p.m. when patient was seen. 
Abdomen soft ; foetal heart heard; presentation made out ; fair quantity 
of hemorrhage; os size of a two-shilling piece; membranes not rup- 
tured; no pains; no placenta felt; temperature, 98°; pulse, 100. Vagina 
plugged ; no pains until 11 a.m. on 15th, then only few. Stronger pains 
came on at 7 p.m.; everything expelled at 9.30. Quinine sulph., 5 grains, 
had been given at 5 p.m. Placenta showed traces of hemorrhage; 
uterus douched; puerperium normal. Time of delivery after plugging, 
twenty-three hours. 

Case 8.—M. C., aged twenty-nine; pregnancy, third; full time; date 
of delivery, October 29, 1901. Extern maternity; female child, dead ; 
presentation, third vertex; placenta came away with child. On 2th, 
10 p.m., fair quantity of haemorrhage; uterus not tense; foetal heart not 
heard; no pains; os admitted one finger; no placenta felt; vagina 
plugged. Considerable cedema of both legs and ankles; no albumen. 
On 2gth, 4 a.m., pains came on, the plugs began to bulge, and a few 
plugs were expelled at first, then the rest. The membranes ruptured 
naturally at the same time, and in three minutes the child followed, pre- 
ceded by clots, and immediately followed by the placenta. 
delivery after plugging, six hours. 

CasE 9.—Mrs. F., forty; pregnancy, thirteenth; eighth month; first 
vertex ; mixed accidental hemorrhage. History of bad fall five weeks 
before. October 22, 1901, violent pains; sudden collapse at 1 p.m.; 
seen at 6 p.m., running pulse, 130 (?); abdomen tense; slight elasticity ; 
uterus up to ensiform cartilage; no foetal heart; vertex only felt on 
abdominal palpation; os easily admitted one finger; membranes not 
ruptured ; no placenta to be felt. External hemorrhage, slight amount ; 
patient restless, looking ill, vomiting. Hypod. strych., ;3, grain, given 
before vagina plugged, tight binder, and on leaving, inj. morph., 4 grain. 
October 23, 10 a.m., catheter passed ; pulse, 112; patient looking better. 
At 3 p.m. plugs removed, some blood-stained ; hot vaginal douche ; os size 
of four fingers; pains; membranes tense. Quinine, 5 grains. At 5 p.m., 
after a few pains, macerated foetus expelled, followed immediately by 
placenta and clots, about three handfuls; pulse, 120; normal puerperium. 


Time of 
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Case 10,—C. H., aged thirty-six; pregnancy, tenth; eight months; 
delivered March 10, 1901, at 11.30 p.m.; male, dead; vertex presenta- 
tion. This case is always referred to by everyone concerned in it as the 
record case. 

On admission at 5.30 a.m., March 10, she had no pulse whatever, and 
was livid in colour. The nurse who superintended her removal from the 
lodge to the ward said that the patient was ‘as cold as ice; even her 
breath was like ice.’ The patient was put on to the couch at once and 
made as comfortable as possible, and given nourishment and stimulants. 
The chart note is: ‘ No radial pulse on admittance ; temperature, 95°; in 
collapsed state. Vaginal examination: Os admits one finger, membranes 
unruptured; no placenta to be felt.’ The patient was so collapsed that 
plugging the vagina was postponed for two hours; as soon as she became 
warm bleeding commenced, and the vagina was plugged at 7.30 a.m. 
At 9.30 a.m. patient became very restless, and there was some hemor- 
rhage through the plugs, but this ceased in a few minutes. At 12.20 p.m. 
the patient again became restless, and as there was some more hemor- 
rhage through the plugs they were removed under chloroform; the os 
was found to be the size of a five-shilling piece, the membranes intact, so 
the vagina was plugged again. At 11.30 p.m. the plugs were removed, 
the os was fully dilated, and the membranes were punctured; a quantity 
of liq. amnii escaped. Patient delivered herself very soon after, the 
placenta coming directly after the child with 2 pounds of blood-clot. 
Everything had been prepared for forceps. The patient was not expected 
to live. A vaginal douche was given. She took nourishment well, and 
made a slow but quite normal convalescence. 

Case 11.—M. R., aged thirty-two; pregnancy, eleventh; seven 
months; delivered April 5, 1g01, at 12 a.m.; female, dead; forceps. 
Extern case sent in. Faintness and pain at 2 a.m. while in bed, 
followed some hours later by external hemorrhage of considerable 
amount; vagina plugged at 1 p.m.; pulse 130; abdomen tense; no 
foetus palpable, and no foetal heart to be heard; uterus nearly to ensiform 
cartilage, with seven months’ pregnancy. Soon after admission to the 
hospital (at 9.50 p.m.) pains came on, and plugs began to be protruded ; 
at 11.30 they were removed, and a large bag of membranes was punc- 
tured ; the os was nearly fully dilated; there were strong frequent pains, 
and the head was resting on the brim. Forceps were applied, and the 
head drawn through the cervix, the blades being then removed. The 
foetus (macerated) was soon expelled; tne placenta, which had been 
completely detached, came away with it, and a large blood-clot followed 
the placenta. A quantity of clot was removed from the uterus, which 
contracted well. On April 11 the temperature rose to 102°; it fell to 
100°8° at night, otherwise was normal. 

Case 12.—M. B., aged thirty-six; pregnancy, eighth; full time; 
delivered June 26, at 12.15 a.m.; male, dead. 

The patient’s condition on admission at 11.30 a.m., June 25, was bad; 
there was no external hemorrhage; the pulse was 80. It was a difficult 
case to diagnose; the points were merely a hard, distended uterus, with 
a history of fainting and vomiting. The patient looked bad; her face 
was pale; she was collapsed, although the pulse varied from 72 to 80, 
and was fair. 

The history was that she had taken an ordinary dose of liquorice 
powder in the morning and vomited shortly after it, then she had a faint- 
ing fit, and pains came on soon after. On admission, the abdomen was 
very hard, tense, and painful; no foetal heart was heard, and nothing 
felt on palpation. Os size of a two-shilling piece, presenting membranes 
unruptured, no placenta to be felt. Pulse 72, fair. A tight binder was 
put on and 5 grains quinine sulph. given. At 3.45 p.m. the pulse was 100 
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and feeble, but the voice was good; she was having feeble pains, a little 
chloroform was given, the vagina plugged, and then } grain morphia 
hypod. She slept for two hours, when strong pains cames on. 

At 11.30 p.m.: Good pains at intervals; some plugs protruded, so 
the plugs were removed; the os was half dilated; the membranes were 
punctured ; pulse was rather feeble ; a hypodermic of ;', grain strychnine ; 
5 grain digitalin was given. 

At 11.50 p.m.: The child was expelled in haste after several violent 
pains, with several pints of blood; the placenta came away in ten minutes 
with a large quantity of black clot, and more clots were removed from the 
uterus afterwards. There was no urine in the bladder, and the patient 
had passed no urine all day ; the catheter had been passed twice without a 
result. The uterus contracted well. 

Case 13.—M. C., aged thirty-nine; pregnancy, ninth; nearly at full 
time; delivered August 11, 1901, at 10.12 a.m.; male, dead; forceps. 
Hemorrhage took place internally before admission, with vomiting. 

On admission at 6.30 p.m., August 10, pulse good (70) ; aspect pale and 
bad; os admits two fingers; membranes unruptured ;. vertex presenting. 
Some external hemorrhage after admission, so at 8.30 p.m., as she was 
having some pains, the vagina was plugged. The patient dozed during 
the night, with occasional pains. 

At 10 a.m., August 11, there was slight hemorrhage through the plugs, 
which were being forced out by good uterine contractions; the remainder 
of the plugs were removed, and head was found on the perineum, occipito- 
posterior. Forceps were applied, and the child delivered. The uterus 
contracted well, the placenta had been almost completely detached, and 
there was a retro-placental clot weighing 1% pounds. 

Case 14.—B. D., aged thirty-six; pregnancy, seventh; full time (stated); 
delivered November 19, 1go1, at 1.30 p.m ; breech; male, dead; weight, 
3 pounds ; length, 12 inches. 

Admitted at 7.30 a.m., November 19, in collapsed condition, had 
fainted on the way to the hospital. No external hemorrhage, but patient 
anemic ; face puffy ; slight labour pains. 

At 8.30a.m.: Uterus half-way between ensiform cartilage and umbilicus; 
the symptoms were not usual: the uterus was not tense and not sensitive ; 
foetal heart was not heard; abdominal palpation negative—in fact, abdominal 
conditions seemed almost normal. Pulse go; urine loaded with albumen. 

At g a.m.: Some hemorrhage and watery discharge ; vagina plugged 
in the usual way. At 10 am. uterus sensitive to pressure. 

At 1.30 p.m.: Plugs, child, placenta and clots expelled one after the 
other in rapid succession. Clots weighed 13 pounds ; uterus was douched. 
Child born four hours and a half after plugging. 

November 21: No albumen in urine; convalescence uneventful. 

Case 15.—Mrs. N., aged twenty-seven; pregnancy, sixth ; nine months; 
date of delivery, November 20, 1901; female, alive; external accidental 
hemorrhage ; pains at 6.30 p.m. Sudden profuse hemorrhage at 8.30. p.m., 
bleeding continuously until 12.30 a.m., pains in the meantime stopping. 
At 12.30 a.m. pulse 120; blanched, restless; abdomen soft; foetal heart 
heard; foetal parts palpated; uterus almost at ensiform cartilage; os size of 
two fingers ; membranes unruptured ; vertex presenting ; no placenta to be 
felt; ,\, grain hypod. strych. and whisky ; vagina plugged, etc.; 4 grain 
hypod. morph. About 1.30 a.m. weak pains, no bleeding through plugs ; 
at 3.30 strong pains, which continued until 4.30, when the plugs were 
forced out; bag of membranes protruding, they ruptured, and child was 
‘shot out.’ Placenta in five minutes; small clot, uterus contracted well ; 
hypod. ergot., m. 40. Child asphyxiated ; Schultzed for short time suc- 
cessfully. 

October 24, 10.15 p.m.: Sent for in great haste, woman said to be dying. 

I2—2 
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On arrival 10.30 p.m. pulse 80 to 120, respirations 30 to 40; collapsed ; no 
bruit ; probably embolism ; had been quite well, then suddenly moaned 
and became unconscious; revived by whisky ; gave ;), grain hypod. strych. 
No further trouble ; normal puerperium. 


SpEcIAL Case, AuGusT 28, 1901. 


Concealed Accidental Hemorrhage coming on during Labour.—At 5.45 p.m. 
on vaginal examination the os was found almost fully dilated, the mem- 
branes protruding in a large bag; the vertex was felt easily, and diagnosed 
L.O.P. because of the ear; the head was not fixed. The patient would 
not allow a tight binder to be put on. For half an hour pains continued. 
At the end of that time another examination was made, the head was 
almost fixed, and had advanced considerably ; the membranes were rup- 
tured with a stylet and pains got stronger. At 7 p.m. the patient suddenly 
collapsed; pulse was 130, temperature 95°; the uterus was hard, pulse feeble 
(100), Chloroform was given, the forceps put on, and the child delivered 
without any trouble. Presentation L.O.A.; blood-stained meconium came 
away with the child, and directly after two large clots, one the size of a 
fist, the other of two fists, followed by several others. Placenta in twenty 
minutes. Normal puerperium. 
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CRITICAL REVIEW. 


THE CONSERVATIVE OR EXPECTANT TREAT- 
MENT OF EXTRA-UTERINE PREGNANCY. 


By CUTHBERT LOCKYER, M.D., B.S., M.R.C.P. Lonp., 
F.R.C.S. Ena., 


Senior Physician to Out-patients, Samaritan Hospital, London; Hon. Gynecologist, 
St. Mary’s Hospital, Plaistow; Obstetric Registrar, Charing Cross Hospital. 


Ectopic gestation is a large subject, and may be looked at from 
different points of view. The physician meets with it in several 
stages, each calling for special treatment. The therapeutic indica- 
tions will vary according to the period at which the case comes under 
observation. An investigation into the extent to which the expectant 
treatment can be carried out must be conducted with due regard to 
these separate epochs in the natural history of the disease. Ectopic 
gestation may be met with— 

1. Before disturbance of the gestation sac, and whilst the foetus 
is still living. 

2. At the time of rupture or abortion (during the initial crisis). 

3. After 2, with the formation of an isolated (peri-tubal) or a 
diffuse (retro-uterine) hematocele. 

4. In the later stages of pregnancy after secondary rupture of an 
extra-uterine (broad ligament) sac— . 

(a) Before the death of the foetus. 

(b) After the death of the foetus. 

Before attempting to criticise the value of conservative treatment 
as applied to each or any of these four divisions of the subject, it 
will be well to inquire how much is embraced by the method of 
expectant treatment. A retrospective view of the literature of 
this subject shows that the phrase ‘ conservative treatment’ is made 
to include all procedures short of abdominal and vaginal cceliotomy. 
We find Malin (Keller, ‘Des Grossesses extra-uterines,’ Paris, 1872) 
suggesting the plan of compressing the gestation sac bimanually. 
Puncture of the sac was suggested by Baart de la Faille. It received 
the commendation of Baudelocque and Guérin, and was first carried 
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out by Delisle and Kinder in 1858. Killing the foetus by morphine 
injections, ‘05 grm. being used in doses of from ‘or to ‘o2 grm. (with 
death in nine hours—Lugeol), was introduced by Friedrich. The 
electric current was first used by Burci and Bacehetti in 1853, who 
for the same purpose of terminating the life of the foetus introduced 
a faradic current into the tubal sac by means of a long needle. The 
positive pole was generally employed. So far the methods named 
have only one object, that of destroying the embryo. The first of 
these methods needs no serious discussion. Puncture of the sac is 
in itself a dangerous procedure which may lead to fatal peritonitis 
(Jonathan Hutchinson), puncture of intestine (Atlee, Philadelphia), 
hemorrhage and ‘complete collapse’ (Jordan). It is, again, an un- 
certain method, for after its use the foetus has continued to grow 
(C. F. Routh, E. Frankel, T. Smythe). These recorded experiences 
are a sufficient condemnation, and we are relieved to find that there 
are no records of its employment in recent years. The use of 
morphine injections was introduced by an account of two successful 
cases recorded by Friedrich in Virchow’s Archives, 29. Bandl 
speaks in favour of its use up tothe fifth month of pregnancy. Later 
experiences were not so favourable; Joulin, Cohnstein (Archiv f. Gynak., 
xii.), also Rennert, record uncertain results which led to the abandon- 
ment of its use until Winckel (3 Cong. deutscher Gesell. fiir Gynak., 1889) 
described two cases in which unruptured tubal pregnancies in the 
first month were treated successfully in this way. He later on pub- 
lished seven further cases from his own practice in the Univ. Frauen- 
klinik in Miinchen, 1884-90 and 1892. Stumpf!* writes as follows: 
‘If the justification of this method (use of morphine injections in 
cases of early intact ova) must be acknowledged as proved, we must 
lay stress on the fact that the diagnosis of these cases is extremely 
seldom made, and the patient comes to the physician too late for 
such treatment to be carried out.’ Besides, as Winckel himself and 
Lugeol™ have shown, cceliotomy has had to be performed in spite of 
the use of morphine. 

The electric current, like morphine injections, was introduced by 
the record of a successful case. In the hands of Braxton Hicks it 
resulted fatally for the patient, who died of internal haemorrhage 
attributable to its application. By Apostoli a great stimulus was 
given to electro-therapeutics as applied to gynzecology generally, and 
its adoption as a prophylactic measure in tubal gestation became 
- still more popular, especially so in Russia and America. Zmigrodski™ 
recommends the method in cases of ‘abdominal pregnancy’ rather 
than for the earlier conditions. The electric current has been given 





Lockyer: Extra-uterine Pregnancy 175 


the credit of, transforming an interstitial gestation into the intra- 
uterine variety. In the Aunals of Gynecol. and Ped., 1893, p. 549; 
Kime pleads for a limitation, if not a discontinuance, of its use, 
and Martin” says: ‘The bar to its increased adoption lies not only 
in the uncertainty of its action, but it is open to doubt whether in all 
cases described as successes the condition was one of ectopic gesta- 
tion at all.’ This objection has also been raised by Tuttle, Smith, 
Becker, Ross, and Inigstrém. The obvious criticism applicable to 
all these so-called palliative measures is that, even were they to 
succeed in their object—that of destroying the life of the foetus— 
which they often do not, the matter does not end there; in the latter 
half of pregnancy an operation must invariably follow, and even in 
the earlier stages the patient is not free from peril because the foetus 
is dead. Such complications as internal hemorrhage, decomposi- 
tion of the products of conception, and the sac-wall, with consequent 
suppurative peritonitis, have to be borne in mind. These methods 
excite no interest at the present time, so we may relegate them one 
and all to the pages of past history. 

We are now free to inquire what is understood at the present day 
by the term ‘conservative’ as applied to the treatment of ectopic 
pregnancy. The answer is simple: it includes nothing more than 
absolute rest in bed, under the supervision of a medical attendant 
who treats symptoms as they arise ; stypticin and cold compresses for 
internal hemorrhage ; cardiac stimulants and saline infusions for pro- 
found anemia; hypodermic injections of morphia and fomentations 
for pain; hot douches, and glycerine ichthyol tampons, and radiant 
heat for hzmatoceles; and later on saline baths and tonics in con- 
valescence, together with the exercise of great caution in returning 
to work. 

To what extent is such treatment applicable to the various 
stages of ectopic pregnancy above mentioned ? 

1. In what may be called the first stage, where the embryo is 
alive within an unruptured tube, the expectant treatment does not 
come in at all. As is well known, it is a condition that generally 
escapes the observation of the physician, since it does not of neces- 
sity give rise to symptoms such as would induce a woman to seek 
medical aid. When the discovery is fortunately made, the embryo 
and its sac must be removed at once. The most advanced ex- 
ponents of the conservative method agree as to this treatment (Veit, 
Fehling and others). It is a purely prophylactic procedure. Veit 
alludes to the conservative plan of removing the ovum and leaving 
the tube, but adds that it has not excited much interest, as it is 
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doubtful whether the tube would remain functional. Veit in 1884,” 
first made the proposal to remove an unruptured ectopic gestation 
sac in the earlier months as a purely prophylactic measure, and in 
the same publication he records a successful case. He says in regard 
to this question, that ‘ the position of laparotomy is settled; it offers 
very little danger and gives a good prognosis.’ 

Hegar and Bulius (Hegar)’ say that in the first months of ectopic 
gestation one should operate only where the operation is probably 
easy, or if the patient is so situated that she cannot take care of 
herself. We cannot agree with such limitation, but repeat that this 
is no place to introduce the conservative treatment. 

2. It is during the crisis, where a fresh tubal rupture or abortion 
has taken place, with alarming symptoms due to hemorrhage, that 
we find the initial stage of the conflict waged between upholders of 
the operative and those of the non-operative methods. Ihm® says 
that when such a case confronts us we have ‘all to gain and 
nothing to lose by operating.’ Lindenthal” says: ‘ With rupture and 
bleeding into the free peritoneal cavity, operation must be carried out 
at once; waiting for blood to be encapsuled is not to be thought of ;’ 
and he goes on to add that extreme anzmia is not a contra-indication 
to immediate operation, nor, on the other hand, is an improvement 
in the pulse any indication for delaying radical treatment. 

Thorn™ is prepared to wait when he is assured that the bleeding 
has ceased, and no tumour exists within reach of the uterus, implying 
that the expulsion of the ovum from the tube is complete. ‘ That 
one must operate for extensive internal hemorrhage is beyond doubt,’ 
is the remark of Veit," who undoubtedly is the most conservative 
gynecologist on the Continent. The only qualification he gives to 
his statement is that with definite signs of encapsulation it is right 
to wait. Martin! says: ‘If there is rapid collapse, and if in spite 
of rest and morphine signs of internal hemorrhage continue, there 
should be no delay in performing laparotomy. But it is otherwise 
where, after the first crisis, the pulse improves, sickness ceases, and 
nourishment is taken, and the formation of a hematocele is indi- 
cated by the presence of a hard tumour—i.e., where the hemorrhage 
from the tube is brought to a close.’ He is most anxious not to be 
misunderstood, for further on he adds that whenever he lends his 
support to the expectant treatment he only does so upon the distinct 
understanding that the patient is all the while under medical control, 
so that operation can at once be carried out if the character of the 
pulse and general condition indicate a recurrence of the hemorrhage. 
Hegar and Bulius (loc. cit.), with regard to this part of the subject, 
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say: ‘For a sharp hemorrhage or rupture, operate.’ It is obvious 
that each case of internal hemorrhage from rupture or tubal abortion 
must be treated according to its merits. Cases occur in which no 
treatment, operative or otherwise, can save the victim—e.g., the case 
of the English actress who died suddenly from tubal rupture at a café 
in the Bois de Boulogne in 1880. 

There are other cases where the collapse is so extreme when the 
patient is first seen that it is morally certain that the additional shock 
of laparotomy would kill her. Again, it must be remembered that 
recovery after complete abortion is possible without operative 
interference. Dr. F. H. Champneys? records two cases from his 
own private practice which illustrate that the most profound shock 
can be recovered from without the aid of operative interference. 
‘To operate,’ he says, ‘during the state of shock is in many cases 
to kill the patient.’ Probably this was the consideration which in- 
duced him to withhold his hand in the first of the two cases referred 
to, although he does not tell us so, but merely states: ‘Sir John 
Williams saw the case with me; no operation was done.’ In the 
second case the reason for advising against laparotomy is quite 
clear ; encapsulation of the hematocele and commencing recovery 
had set in before Dr. Champneys saw the patient, which was three 
days after the onset of symptoms. Of the seventy-two cases of 
tubal gestation which are recorded by Dr. Champneys as occurring 
in the practice of himself and his predecessors at St. Bartholomew’s 
Hospital, only two cases (Nos. 5 and 42) had free fluid blood in the 
peritoneal cavity, and in each of these there had been three attacks 
of fainting before admission ; this points to the inference that ful- 
minating or most acute cases can never reach hospital. There can 
be no doubt that in the earlier months laparotomy finds its legiti- 
mate sphere more often for recent rupture and abortion than for any 
other condition, and more cases of life lost occur from delay in 
operating than are gained by judicious expectancy. Lindenthal 
(loc. cit.) states that the results of expectant treatment for free 
bleeding into the peritoneal cavity gave 7 cures as opposed to 
115 deaths—i.e., a mortality of 94 per cent.—and he proceeds to 
contrast these results with a series of laparotomies performed for 
similar indications (free hemorrhage). The latter he gives as 
follows: Laparotomy for free bleeding into the peritoneal cavity, 
102 cures, 19 deaths—i.c., a mortality of 15°7 per cent. Many 
German authors do not discuss the expectant treatment under the 
present heading, but leave one with the impression that for a case 
where free bleeding is proceeding there is only one wise step to 
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take, that being to follow the general rule of surgery for primary 
hemorrhage in other parts of the body, ‘to cut down at once and 
tie the bleeding-point,’ with, of course, in this instance removal of the 
gravid tube. 

3. Under our third heading, embracing cases in which, the crisis 
having passed, the formation of a hematocele is proceeding or is 
completed, we reach a point in the subject at which it is possible to 
draw a strong line of demarcation in the treatment of tubal preg- 
nancy. The latter may be said to have now ceased, and Nature to have 
begun her restorative process, which, if not disturbed, will be carried 
to a completely successful issue. As whilst dealing with division 2 
we felt ourselves to be in the domain of legitimate surgery, so now, 
whilst discussing the treatment of hematocele, we are within the 
realms of medicine, not to be trespassed by the surgeon unless he is 
sent for. 

The question of hzematocele formation was formerly considered 
quite apart from the study of tubal gestation, and even at the present 
day one finds pelvic hematocele described in text-books on gyne- 
cology amongst the pelvic inflammations, quite apart from extra- 
uterine gestation. Before instituting anything like a comparison as 
to the relative merits of expectant treatment and operation, we must 
be quite agreed as to what relation exists between extra-uterine 
gestation and hematocele formation. The part played by ectopic 
pregnancy in the production of hematoceles is made to vary within 
very wide limits by different observers. Gallard and Fritsch attri- 
bute all hematoceles to ectopic gestation. Veit says the latter 
account for only 28 per cent., and according to Thorn 70 per cent. 
of hzematoceles are due to ruptured tube or tubal abortion. Linden- 
thal regards hematocele from other causes as of very rare occur- 
rence. Weissand Oberer speak of a catamenial hematocele. What 
relation this may have to normal gestation is not clear. We prefer 
the guidance of Lawson Tait, Fritsch, and Bland-Sutton rather than 
that of Veit on this subject, and shall treat hematocele as a phase 
in the natural history of tubal gestation. It will be seen by what 
follows that the plan of tacitly handing over all hematoceles to the 
physician to be treated upon the lines of expectancy already indi- 
cated was the exception rather than the rule in the early days of 


abdominal surgery, and even now one is struck by the large number 


of these cases which are operated upon. Some are quite rightly so 
treated, as we are prepared to admit ; but it is difficult to suppress 
the belief that many patients who are the subjects of this condition 


are made the victims of what might be termed the modern ‘ cacoethes 
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operandi,’ and we must confess ourselves to be in entire sympathy 
with those maturer observers, Veit, Fehling, and Champneys, who 
would fain, in spite of the brilliant results of operation, place a strong 
veto upon indiscriminate operation for dead ova in the earlier months 
and for completely-formed hematoceles. 

That even in the hands of the most conservative gynecologists 
many hzmatoceles have ultimately to be operated upon we are quite 
prepared to admit, inasmuch as a study of the natural history of 
tubal pregnancy teaches us that, although when the hematocele 
stage is reached we have an example of a process of repair, neverthe- 
less there are many dangers incident to such a condition, such as 
enlargement of the blood-clot by fresh hemorrhage, secondary 
rupture of the hematocele sac, decomposition of the clots, and sup- 
puration of the sac-wall leading up to ‘septic’ peritonitis. It is 
these possibilities which are seized upon by the adherents of the 
plan of interference, and, as we think, they are by them often 
exaggerated, not as regards their serious nature, but as regards their 
frequency. 

An attempt at arriving at some conclusion as to the value of 
expectant treatment in the hands of various physicians in the Con- 
tinental clinics is met with a difficulty at the outset, as many 
observers refrain from giving statistics on cases the nature of which 
they have not proved by operative investigation. The following, 
however, are a few which are available : 

Writing in 1898, Fehling® says that in the previous three and a 
half years 83 cases of tubal gestation came into the Kgl. Frauen- 
klinik, Halle, and that 51 of these were operated upon—.e., 34°5 per 
cent. were submitted to expectant, and 61°4 per cent. to operative, 
treatment. 

Toth cites 30 cases (Archiv fiir Gynak Bd. xli., 410), all of which 
were retro-uterine hematoceles. Twenty-six were submitted to opera- 
tion, with 20 cures and 6 deaths. Four cases were treated by the 
expectant method, and all of these lived—i.c., 86°6 per cent. were 
treated by operation, 13°3 per cent. were dealt with by expectancy. 

Otto Kiistner® records g cases operated upon in Dorpat, and 
107 cases (from October, 1893, to October, 1898) operated upon in 
Breslau. He does not mention the conservative treatment, from 
which we gather that most, if not all, ectopic gestations were 
operated upon. Of the 107 operations performed in Breslau, 80 
were for hematocele. All cases recovered, irrespective of what the 
operation was done for. 


In 139 cases of tubal gestation, Krénig of Leipsig* states that 
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Prochownik adopted the expectant treatment in 92, and early 
operation in 47—1.e., 66 per cent. of the cases required no operation. 

Dr. Champneys (loc. cit.) treated 34 of his 75 cases—t.e., 45°3 per 
cent.—by the conservative plan, with recovery. 

Veit (loc. cit.), writing as late as 1899, says, in connection with 
the treatment of ectopic gestation after death of the ovum and the 
formation of hematocele: ‘Ought one not to regard spontaneous 
healing as good for the patient?’ And, continuing, he says: ‘ The 
majority of gynecologists will agree with me when I say that the 
good results of a series of operations are, unfortunately, often of little 
use as examples to be followed, as the bad results are not published, 
and, what is still worse, are put down to the technique if published 
at all, the operator never stopping to ask himself the question 
whether the good results of operation could not also have been 
obtained by waiting. One strongly objects to the argument that, 
as the operation is easy and without danger, it therefore ought to 
be employed without urgent indication. Technique is one thing, 
indication for operation is another. Every erosion does not call for 
amputation of the portio; every cervical tear does not indicate a 
necessity for the performance of Emmet’s operation. Curetting is 
not needed in every case of corporeal catarrh, although it is easy to 
carry out. We must have the conviction that the operation is 
necessary before even curetting ; the good prognosis of an operation 
should not decide us to put it into practice. We must therefore 
found our treatment on the course and prognosis of the disease, and 
remember that gynecology is concerned with higher problems than 
the mere improvement of technique.’ One cannot deny, says Veit, 
‘that with a dead ovum dangers are absent. Wecan, however, state 
that subsequent to death a favourable termination is much more 
probable. These cases will mostly recover without help.’ 

The troubles we have to face in this stage of the disease are 
rupture of the sac and failure in the process of absorption of its con- 
tents. The wall of a hematocele sac is generally strong and thick 
when fully matured, but often this is not the case in molar pregnancy 
—1.¢., where the gestation products are only limited by the wall of 
the Fallopian tube. The sac-wall is here frequently very thin, and 
rupture is easily explained, and such rupture is made all the more 
easy to understand if one is prepared to accept the researches 
of Aschoff, Futh, Kuhne, and others, who claim to have shown 
that the cells of Langhan’s layer are capable of carrying on their 
work of dissection and destruction of the tubal wall even after death 
of the foetus. That in tubal moles the cells of Langhan’s layer are 
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to be found amidst the fibro-muscular strands which make up the 
middle coat of a Fallopian tube the present writer is ready to admit, 
having proved it for himself; but it is not very obvious how the proof 
of the statement that these cells can continue their malignant tres- 
passing after the death of the foetus is arrived at. If they were 
capable of doing so in every instance and to an unlimited degree, a 
tubal mole would indeed be an object of terror. But it is our con- 
viction that the clinician has no cause for alarm in such a statement 
by the pathologist. Whilst granting that rupture of a tubal mole is 
a possibility always to be borne in mind in the treatment of such 
cases, the consolation may be added that it does not occur in the 
unexpected way in which it is wont to do before the ovum dies. In 
the latter case we cannot anticipate its appearance in point of time, 
in the former case we can, for here premonitory signs in the shape of 
uterine hemorrhage and pain warn us of what is taking place. Veit 
says that these are synchronous with the death of the ovum ; they at 
any rate have the practical significance that they afford the possi- 
bility of waiting and postponing interference until definite signs of 
extensive rupture occur, and it is probable that with complete rest in 
bed under proper medical treatment these signs will not appear. To 
quote Veit once more, then: ‘In the event of death of the ovum a 
hurried decision to operate—except where rupture has already 
occurred—is unnecessary.’ Coming to the other trouble—the delay 
in absorption or clearing up of a hematocele—it must be admitted 
that in employing conservative treatment one meets with cases in 
which complete absorption seems an impossibility (vide Champneys’ 
loc. cit., p. 624). Seven cases of the 72 recorded by Dr. Champneys 
were of this nature; 7.c., 9°73 per cent. of these cases required 
secondary abdominal section, either for increase in size or incom- 
plete absorption. In other words, they were not operated upon 
immediately, but only after conservative measures had been fully 
tested. Against this 9°73 per cent. requiring ultimate intervention, 
we have to put the fact that 45°3 per cent. of the cases were left alone 
and recovered. We cannot therefore regard the minor percentage as 
an indication for being in a hurry to advise operation ; on the other 
hand, where there is a marked delay in the process of absorption we 
have it on the authority of Veit that another danger follows in its 
train—viz., that of a state of ‘chronic marasmus,’ which means that 
in a small minority of cases a time comes when operation is clearly 
indicated to assist Nature in completing her healing process, and if 
this is not done the patient may go from bad to worse. With this 
indication for operation the results need not be dreaded; the 7 cases 
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from Champneys’ list all recovered: it is the operation done out of 
season that leads to disaster. 

In the treatment of hzmatocele the greatest difficulty lies in 
making an accurate diagnosis. Dense, firm adhesions binding the 
tube in Douglas’s pouch have been mistaken for hzematocele at a 
time when blood was leaking into the peritoneal cavity. Kiistner, 
Lindenthal and Veit draw attention to this difficulty. Kiistner 
explores in all doubtful cases; but even this plan is not free from 
error, for on one occasion, after withdrawing blood, he opened an 
ovarian hematoma; and in another instance, where clear fluid was 
withdrawn, an ectcpic gestation was found to be present. Fehling 
records two similar errors in his practice with Dieulafoy’s needle, and 
Lindenthal mentions that disastrous results have followed the use of 
the needle for diagnostic purposes in Schauta’s practice. To such 
difficulties in diagnosis may be added those due to such ordinary 
conditions as a fat abdominal wall, or the hysterical character of the 
patient whose statements are unreliable regarding symptoms. Lin- 
denthal says that he refrains from drawing up statistics of cases not 
operated upon on account of the difficulties which sometimes underlie 
the diagnosis. When rightly diagnosed, the proper treatment is to 
watch the case, keeping the patient in bed, and only to operate for 
signs of suppuration, compression, hemorrhage, and failure in com- 
plete, rapid, absorption. The views above expressed are by no means 
shared by all writers upon this subject. Where we have advised 
a bold expectancy,’ Schwarz’ performs laparotomy as soon as he 
has made his diagnosis. Webster speaks of several possibilities in 
the treatment, but the invariable refrain is—laparotomy. Diihrssen 
is a keen supporter of the operative method; his great characteristic 
is that he prefers the vaginal route. 

Segond” treats fully formed hzematoceles by vaginal incision and 
drainage. 

Fehling criticises his own operation for hematocele, and confesses 
that many of the cases would, in his own opinion, have recovered 
without operation, but for want of beds and for the sake of instituting 
scientific comparisons he had been constrained to operate. A 
diversity of opinion is to be found as to the relative danger and 
ultimate prognosis of the two methods. Fehling (/oc. cit.) puts the 
mortality from operation at 5 per cent. Otto Kiistner (oc. cit.) pub- 
lishes details of 107 operations, with 2 deaths—z.e., a mortality of 
1°86 per cent. 

In Schauta’s clinic, in a series of 251 cases of ectopic gestation, 
60 operations were performed for hematocele. The details of these 
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cases, as published by Lindenthal” are as follows. Laparotomies 
and vaginal cceliotomies are considered separately. 


I. LAPAROTOMY. 


Unilateral removal 23 operations. Later investigations by 
of sac for abortion 23 ‘ cures.’ letter or direct ex- 
or rupture, with amination show: 
hematocele  for- 14 cases quite well. 
mation. g unknown. 


Removal of sac and 20 operations. Later investigations 
diseased opposite 20 ‘ cures.’ show : 
adnexa. 9 well. 
3 unwell. 
8 unknown. 


Removal of sac and I operation. Patient died of hemor- 
diseased opposite rhage due to opera- 
adnexa + uterus. tion. 


Total results of laparotomy: 44 operations, with 1 death. 


II. VAGINAL CC@ELIOTOMY FOR HA:MATOCELE. 


Bilateral removal of IO operations. Later investigations 
sac + adnexa + 9 ‘ cures.’ showed that the 9 
uterus. 1 death (peri- patients were in good 

tonitis). health. 


Unilateral removal 6 operations. Later investigations 
of sac. 6 ‘ cures.’ showed that 4 pa- 
tients were in good 

health; 2 unknown. 


Total results of vaginal cceliotomies: 16 operations, with 1 death. 


Total: 60 operations, 2 deaths=a mortality of 3°3 per cent. 


Ihm® has collected the results in reference to the operation 
mortality of the various clinics. They appear as follows: 


Kehrer ... 16 operations, o deaths 
Wormser a 
Thorn s = 
Kelly « 2 
Duhrssen we 
Sanger «w 
Schenk we 492 
Toth ‘< a 
Winter “— = 


oo mortality. 
3°45 
6°67 
9°09 
10°00 
3°52 
6°5 
5'0 
o°0 


z 
I 
2 


In the series of 72 cases published by Champneys (loc. cit., 624), 
abdominal section was performed in 34°9 per cent. only. The result 
was a mortality of 26°92 per cent., which is higher than any pre- 
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viously quoted, the reason being, as Champneys says (p. 630), ‘ that, 
as in all other departments of practice, in order to get the best per- 
centages of results from operation, the best course will be to operate 
on all cases. . . . Where only necessary operations are done, there 
will be a preponderance of bad cases, and recoveries will be less.’ 

With regard to the mortality of the cases treated by the expectant 
method, Thorn believes it would work out at 1 per cent. for all cases 
so treated. But a comparison of the mortality in the two modes of 
treatment cannot be converted into an argument in favour of the con- 
servative plan, as it is obvious that the operative treatment includes 
all the worst cases, and will therefore show a higher mortality. 

We cannot agree with Ihm, who tries to show (loc. cit., p. 301) 
that the mortality results are much the same for both procedures. 
Comparisons made between the two lines of treatment as regards 
final results are of greater importance. These concern the working 
capabilities and the fertility of the women. Scanzoni writes upon 
the final results obtained in 119 cases treated during a period reach- 
ing from 18g0 to 1899 by (1) the conservative method ; (2) colpotomy ; 
(3) laparotomy. He gives: 


I. Patients able to resume their entire work : 


Of 56 cases treated expectantly ... 41=73 per cent. 
Oss » by colpotomy .. I9=76 
Of 38 _—C,, » by laparotomy «» 24263 


99 


2. Patients able to do light work: 


Of 56 cases treated expectantly ... I5=27 per cent. 
Of25_ =; » by colpotomy 0 Omayg 
Of 38, » by laparotomy .. 13=34 


3 


” 


3. Patients unable to work: 


Of the cases treated expectantly .-» none. 
1 be a by colpotomy ... mone. 
m ‘ by laparotomy ... I=3 per cent. 


The duration of convalescence is also given in tabular form: 


Of the 56 cases treated expectantly, there returned to house- 
work : 


Immediately after leaving hospital ... I4=25 per cent. 
Within 1 to 6 weeks... ins we =25=45 
»  I2weeks ... se ww. I5=26 
» 9months ... ist . 2= 4 


” 
9) 


9 





Lockyer: Extra-uterine Pregnancy 185 


Of the 25 colpotomies, there returned to housework : 


Immediately after leaving hospital ...  4=16 per cent. 
Within 1 to 6 weeks... oe «ws I3=52 
« See ~ nx bee - -Sm38 


”? 


Of the 38 laparotomies, there returned to housework : 


Immediately after leaving hospital .. I= 3 per 
Within 1 to 6 weeks... a -. IQ=50 

5» 12 weeks to 6 months... wo. «514 
After 1 year’s convalescence ... - re 3 
Never again x6 por w I= 3 


The length of stay in hospital : 


Cases treated expectantly ... an average of 15°9 days. 
mm . by colpotomy ... a « Be «a 
es » by laparotomy ... “a ow Se «ua 


A comparison of the subsequent fertility of the patients is tabu- 
lated as follows: 


Pregnancy followed expectant treatment in 37 per cent. of cases. 
” ” colpotomy in 55 
” 9 laparotomy in 17 


9 9 


99 ” 


These deductions, all strongly in favour of the conservative 
method, differ widely from those of Prochownick™ and other 
writers; but a careful perusal of Scanzoni’s paper convinces one 
of the more than ordinary carefulness of his method of obtaining 
data for statistics, and his conclusions have therefore been fully 
quoted. 

Enough has now been said to show that the conservative treat- 
ment of ectopic pregnancy in the earlier months has established for 
itself a secure position in modern gynecology. It has its stronghold 
in Stage 3—~.e., for the treatment of tubal mole and localized and 
diffuse hzmatoceles. It is in this connection that we have 
endeavoured to discuss it at full length. 

In the latter half of pregnancy, so-called conservative measures 
have been introduced where the child is still living, the object being 
to delay operation until death of the foetus had been secured. The 
methods adopted were: puncture of the embryo, morphine injections, 
and electricity, all of which yielded unfortunate results. 

Many years ago the results of operating during the life of the 
foetus were uniformly fatal, and therefore operation came to be 
looked upon as courting the immediate destruction of the patient, 


T3 
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and was consequently avoided. Time and experience have changed 
all this. The expectancy treatment is attended by the risk of many 
complications. Olshausen mentions two cases which died in his 
practice whilst they were waiting for the child to go to term. 

The life of the child is not worth consideration. It is frequently 
deformed, and rarely lives more than fifty hours after birth. 

Werth recommends waiting until ten to twelve weeks after death 
of the child, in order to avoid the task of dealing with the quick 
placenta. Wider experience has shown how this difficulty is to be 
met, so that, what with improved technique in operating and the 
dangers incident to waiting, the position of the expectant treatment 
in the latter half of pregnancy is very limited, if, indeed, it can here 
find any place at all. 
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REVIEW OF CURRENT LITERATURE 


OBSTETRICS. 


Pregnancy in the Left Half of a Uterus Didelphys ; Eclampsia; 
Czsarean Section (CoEN: Bolletino del. Soc. Toscana di Ostet. e¢ 
Ginecol., May, 1902, p. 85.)—The writer was called on January 31 
to see a primipara, aged thirty-three, in convulsions. She had 
always had good health, and began to menstruate at fourteen years, 
and was always regular. The menstrual periods lasted four to six 
days, and there was some premenstrual pain. When seen by Coen, 
she was in the latter half of the ninth month of pregnancy. Towards 
the beginning of the ninth month the patient’s legs became cedematous, 
and a few days before the first convulsion the oedema spread to the 
face, and there was violent headache. Albuminuria was diagnosed 
on January 30, and appropriate treatment begun. In the night of 
the 31st there was some dimness of vision, and at Ir a.m. the first 
eclamptic seizure occurred. The convulsions continued at intervals 
of half an hour. On examination, a finger introduced into the vagina 
failed to reach the cervix uteri, but passed through a thin-walled 
orifice, beyond which was a small cavity which terminated high up 
like a funnel. Below its apex, apparently occupying the anterior 
fornix, was a hard regular mass, the size of a pear, which suggested 
a fibroma. The presenting foetal parts could not be touched with 
the finger, and the external orifice of the uterus could not be seen 
through a speculum. 

The unusual conformation of the genitalia and the eclampsia, 
were regarded as indications for Caesarean section. There was a 
total absence of uterine contractions. Before the operation an in- 
jection of 1 c.c. of extract of veratrum was administered. Under 
chloroform a longitudinal incision was made in the uterus, and a 
living foetus weighing 2°700 kilogrms. was extracted. The opera- 
tion was carried out with the greatest rapidity, and at its conclusion 
a subcutaneous saline injection was given. Afterwards there was 
no convulsion, and for four days the patient made good progress. 
A considerable quantity of urine was passed, and the albumen steadily 
diminished. On the fourth night the eclamptic seizures returned, 
and occurred at intervals of two hours. The urine became scanty, 
and the patient sank. Saline solution was injected, purgatives and 
diuretics were given, and some drops of veratrum‘were administered. 
The temperature rose to 104°; there was violent pain over the heart, 
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with dyspnoea; and the quantity of albumen in the urine increased. 
The lochial secretion was healthy, but there was a dull, continuous 
pain at the fundus uteri. An examination of the blood showed the 
presence of micrococci resembling ordinary pyogenic organisms. 
Antistreptococcic serum was injected, but the patient died on the 
tenth day. 

Post-mortem, the wound in the uterine wall showed no signs of 
suppuration; but in the peritoneal cavity there was a little serous 
fluid, and the parietal peritoneum showed some petechiea. The 
kidneys were of normal size, whitish in colour; and the capsule was 
easily removable. In the cortex were the remains of some old 
infarcts. In cortex and parenchyma were several little abscesses, 
varying in size from a millet-seed to a pin’s head. The pelvic 
mucosa was very hyperzemic, and the ureters discharged on pressure 
a quantity of thick pus. 

On drawing up the uterus, it was seen that there were two bodies 
and two cervices, which terminated in a vagina which was double 
only at the upper end. The left half of the uterus had been the 
pregnant one; while the right half had fallen downwards and 
forwards into the pelvis, and had suggested, on vaginal examination, 
a fibroid. 

The indication for Czesarean section was found in the eclampsia, 
which menaced the life of the mother and child; and as the empty 
half of the uterus had been mistaken for a fibroid, the writer did not 
think that a rapid delivery of a living foetus could be effected per vias 
naturales. 

The writer has failed to find records of any case in which the 
empty half of a pregnant uterus didelphys had fallen downwards and 
forwards into the pelvis. Schauta and Cheron state that it becomes 
retroverted. He considers that much good was done by the 
administration of veratrum, and that the patient died of a form of 
septicemia. R. W. McK. 

Acute Cédema of the Neck of the Gravid Uterus (Comptes 
Rendus de la Soc. d’Obs., de Gyn., et de Pad. de Paris, May, 1902).— 
VARNIER narrates the case of a patient, aged twenty-seven, who was six 
months advanced in her third gestation. The previous pregnancies 
and deliveries had been quite normal. In December, 1894, an 
abdominal section was performed for the removal of a cystic ovary 
on the left side, otherwise she had always enjoyed good health. 
The patient conceived in January, 1898, for the third time, and 
remained quite well till August, when she began to suffer from 
nocturnal paroxysms of neuralgia of the left side of the face, for 
which she was admitted into the infirmary on August II at 11 p.m. 
While pacing up and down the dormitory in her endeavours to calm 
her pains, she experienced some twitchings in the loins, and felt 
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that something was coming out of the vulva; she continued to walk 
about till 4 a.m., and then went to bed. On rising she drew the 
attention of the midwife to her condition, because she found that 
walking was rendered painful by the friction of the thighs against 
the swelling. The midwife diagnosed a prolapse of the gravid 
uterus, and immediately took the patient to Varnier’s clinic. On 
admission there was seen a pyriform swelling protruding for g cm. 
beyond the vulva, consisting of the vaginal portion of the cervix. 
It was swollen, glistening and violet in colour, and measured 21 cm. 
in circumference. On its summit was the external os in the form of 
a transverse slit, 30 mm. wide. The mucous membrane covering 
the upper portion of the tumour was of a reddish colour, and 
arranged in transverse folds, and consisted of the prolapsed mucous 
membrane of the vagina. On scarification of the portio vaginalis 
drops of serum exuded, but no pain was experienced, whereas the 
upper portion of the swelling, which was covered by vaginal mucous 
membrane, still retained its sensibility. Irritation applied to this 
part set up a reflex contraction, causing it to be withdrawn within 
the vagina and to reappear when the effect of the irritation had 
passed off. The os externum was patulous and admitted the index 
finger for a distance of 75 mm., at which point the internal os was 
felt. There was no cystocele. Per abdomen the uterus extended to 
a point 28 cm. above the pubes. Immediate reduction of the 
prolapse was effected by placing the patient in the Trendelenburg 
position and then carefully applying pressure to the periphery of 
the swelling, first posteriorly and then laterally, when the reduction 
became complete. No bandage was applied as the prolapse showed 
no tendency to reappear. There was a relapse on August 22 while 
the patient was in bed, with the same symptoms and signs as before. 
It was replaced by the midwife without any difficulty. The swelling 
came down again, both on September 12 while the patient was up, 
and on September 23 while she lay in bed. Spontaneous reduction 
occurred each time. Labour commenced at 4 a.m. on October 6, 
the head presented but did not engage, the back was to the left. At 
Ir a.m. the child was lying obliquely, the head being in the left 
iliac fossa, and the breech in the right flank. It was brought into 
the longitudinal axis by external abdominal version, and maintained 
in position by a well-fitting abdominal binder. At 4.55 p.m. the 
woman was delivered of a living daughter, weighing 3115 grm. 
On October 25, the date of the patient’s discharge, it was noted that 
there was a certain degree of prolapse of the anterior vaginal wall on 
straining. The uterus was retroverted, the cervix was large, but 
there was no hypertrophic elongation. The temporary enlargement 
which occurred during the gestation was entirely due to an acute 
cedema. BR. P. 





190 Journal of Obstetrics and Gynecology 


A Case of Hypernephroma of the Kidney complicating Preg- 
nancy (GEORGE M. Boyp, M.D., and JosEPpH McFar.anD, M.D.: 
Amer. Jour. of Med. Sci., vol. cxxiii., June, 1902, No. 363).—This 
case is reported on account of the rarity of the tumour and the 
peculiar manner in which it manifested itself. 

Mrs. T., negress, aged thirty, was admitted as an emergency case 
to the Medico-Chirurgical Maternity Hospital, November 3, 1900. 
She was six months pregnant, and showed evidence of a threatened 
miscarriage. At the lower border of the liver a tumour could be felt. 
Temperature was elevated; urinalysis was negative. Five days later 
she miscarried, and the abdominal tumour then became more pro- 
minent, and rapidly increased in size. As the temperature kept up 
and she was getting worse, an exploratory cceliotomy was undertaken 
on November 17, and a large retroperitoneal cyst found. Owing 
to the patient’s condition, the operation had to be abandoned after an 
incision had been made into the tumour, and a quantity of thin, dark, 
very offensive fluid, with urinous odour, evacuated. On December 17 
she died. 

Autopsy. — An operation fistula was found communicating with 
the transverse colon ; otherwise the only lesion of importance was in 
the right kidney. The sinus leading from the external wound was 
found to communicate with a cavity above and internal to the right 
kidney. On removing the kidney and sac, it was found that the 
substance of the kidney was free from disease. In the superior 
external and posterior portion of the kidney, was a rounded excava- 
tion as large as a walnut, in which lay a neoplasm of the same size. 
After careful microscopical examination the authors state that the 
histological structure of this tumour conforms to no regular type. 
Its cells are rather large, irregularly ovoid and mononucleated, 
closely packed together without any arrangement. In general the 
cells bear more distinct resemblance to sarcoma cells than those of 
any other type, but they are especially liable to fatty infiltration. 
There was no metastatic distribution and no infiltration of contiguous 
structures, all of which facts seem to point to its development from 
abnormal tissue. The right adrenal was normal. 

G. H. A. C. B. 

Generally-contracted Pelvis with Rupture of the Uterus; 
subsequent Delivery of a Viable Child (Centr. fiir Gynak., No. 13, 
1902).—Baur records the case of a woman, aged twenty-seven, 
who had had three confinements. The first took place six years 
ago, and was spontaneous, the child being small and dead. Four 
years later during the second labour the uterus underwent spon- 
taneous rupture; craniotomy was performed, the placenta was with- 
drawn from the peritoneal cavity through the uterine wound and 
delivered ; the rupture was treated on conservative lines. A year and 
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a half after the uterus had ruptured, the patient was found to be four 
months pregnant. She suffered extreme pain at this time. Labour 
was induced in the thirty-second week; the colpeurynter introduced 
for the purpose was expelled in three hours, turning was easily per- 
formed, and a living child delivered by a foot. The puerperium 
was normal. C.L. 
Micromely of the Feetus in a Morbid Labour (L. MaLatTesta: 
La Clinica Ostetrica, iv., p. 183, May, 1902).—The patient was 
found by Malatesta to be in labour with a transverse presentation. 
The waters had escaped three hours previously. The position was 
dorso-anterior, right cephalo-iliac. The author determined to per- 
form internal version, and introduced his left hand and felt about 
for a foot. He certainly found what felt like a foot, but a foot without 
either a leg or a thigh belonging to it. Suspecting a foetal mon- 
strosity, he, however, did his best to complete the version; hzemor- 
rhage came on, and so he applied the forceps, and thus terminated 
the labour. The mother madea good recovery. The foetus, a female, 
was born dead; it had a large head and trunk, but rudimentary 
extremities. The tarsus, metatarsus, and toes were normal, but the 
tibia and femur were very rudimentary, and the feet looked as if they 
sprang immediately from the acetabular cavities. The carpus, meta- 
carpus, and fingers were also normal, although somewhat smaller 
than usual; but the bones of the upper and fore arm were so ill- 
developed that the hands seemed to be directly attached to the 
glenoid cavities. It was a micromelic or phocomelous monstrosity. 
J. W. B. 
Uterine Curettage in Puerperal Infections (P. Tarurri: La 
Clinica Ostetrica, iv. 161, May, 1902).—Taruffi gives details of 
twenty-two cases of puerperal infection treated by uterine curettage. 
Fifteen of these were under his own care, and seven under that 
of Colantoni. He points out the fact that on account of the 
existence of ignorant midwives in country districts the incidence of 
puerperal attacks of septic infection has still to be allowed for and 
dealt with. When the septic conditions show themselves early in 
the puerperium, intra-uterine douching is generally indicated, if the 
morbid state is inside the cavity of that organ. When, however, the 
septic process is limited to the external genitals, to the vagina, or 
even to the cervix uteri, then uterine irrigation is not only superfluous, 
but dangerous. If, on the other hand, the condition is of longer 
standing, and the germs have invaded the tissues, giving rise to both 
a local and a general infection, the writer prefers to treat the case by 
uterine curettage followed by intra-uterine irrigation and packing of 
the cavity. He lays stress upon the importance of recognising the 
premonitory symptoms of septic infection, and names specially 
quickening of the pulse with slight elevation of temperature, in- 
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somnia, headache, and diminution, suppression, and fcetor of the 
lochia. He uses a solution of salicylic acid (2: 1,000) for purposes 
of irrigation, following it with boiled water, and he packs with 
iodoform gauze. An ice-bag is placed upon the abdomen. The 
packing may be renewed after twelve hours, and sometimes it may 
be necessary to repeat the uterine irrigation, but not often. In all 
the twenty-two cases, some of which were very serious ones, the 
results were satisfactory. The author prefers the plan of curettage 
to the competing methods of simple irrigation in the mild cases, and 
hysterectomy in the more serious ones. The injection of serum has 
given uncertain results. J. W. B. 

A Note on the Life and Vitality of Spermatozoa (Roster: 
Bolletino del. Soc. Toscana di Ostet. e Ginecol., April, 1902, p. 61).— 
The writer has made a number of observations upon the life of 
spermatozoa in the human vagina, and upon their ultimate fate. 
He concludes that they progress towards the ovum by the active 
motion of their tails, and by a chemiotrophic stimulation set up by 
the alkaline mucus in the vagina. He finds that their life is much 
longer in the cervical canal than in the vagina, and that coition sets 
up in the cervix uteri a very active emigration of leucocytes which 
aid in the destruction of the spermatozoa. In his observations he 
frequently saw the heads of spermatozoa and complete spermatozoa 
in leucocytes or in cells of squamous epithelium. The article is well 
illustrated. R. W. McK. 

Value of the Floating-Lung Test in Septic Uteri (Centr. fir 
Gynik., No. 27, 1902)—UNGAR of Bonn criticises the work of 
Hitschmann and Lindenthal on the utility of the floating-lung test 
in cases of septic uteri. He refers to an article with the above title 
which these authors contributed to the Archiv fiir Gyndk. (Bd. lxvi., 
Ht. 2, p. 3), and in which they draw attention to what they consider 
to be an important observation from a forensic point of view—viz., 
that the lungs of still-born children will float (under certain 
conditions spoken of later) in spite of the fact that the child 
has never breathed, and in the absence of putrefaction. It has 
been shown that in childbirth, after the partial dilatation of the 
passages and rupture of the membranes, a quantity of gas can form 
in the uterus as the result of gas-producing organisms entering the 
amniotic cavity, and through fermentation of the amniotic fluid, and 
that this may happen although putrefaction is absent. Protracted 
labour favours this condition of tympanites uteri, and the latter en- 
dangers the life of the child. 

The gas together with material laden with bacilli enters the foetal 

lungs and stomach ; death is the result, and if time is only allowed 
for the bacilli to develop, gas will be found in the pulmonary alveoli 
as the result of their specific activity, and the lungs will float. 
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Hitschmann and Lindenthal give two illustrative cases from Schauta’s 
clinic; Menge and Krénig in their ‘ Bacteriology of the Female 
Genitals’ give one. Ungar proceeds to examine each of these cases 
critically. 

In the first of these, anaérobic bacilli were found in the amniotic 
fluid and in the internal organs—especially in the lungs. The child 
was in an advanced state of maceration. Hitschmann and Linden- 
thal, finding that the lungs would float in water, considered this 
as proof ‘that the foetal lungs, in the absence of inspiration and 
of putrefaction, can be made to float through the presence of 
anaérobic bacilli.” In Menge and Kroénig’s case the lungs were 
found to contain bacilli which were proved to be anaérobic by 
culture. Large and small pieces of these lungs floated in water. 
The stomach and intestines contained no air. Bacteriological 
investigation showed that the lungs contained anaérobic streptococci 
and large anaérobic bacilli. 

If this were correct, Ungar points out that the ‘floating-lung test’ 
would have no forensic significance, but Ungar cannot accept these 
conclusions deduced by Hitschmann and Lindenthal from their three 
published cases. He says in regard to each of the three cases that 
inspiration im utero cannot be excluded. Whilst Hitschmann and 
Lindenthal state that in their second case a half-breech presentation 
excluded any possibility of an entrance of air im utero, they admit 
that in the first case and in that of Krénig such an event could not 
be conclusively excluded. 

Anaérobic bacilli may have been taken in together with atmo- 
spheric air, and having entered the lung, set up a gaseous formation 
and occasioned subpleural blebs. Even if in Hitschmann and Linden- 
thal’s first case there was no possibility of intra-uterine inspiration, one 
cannot allow that the inflation of the lungs was due entirely to gases 
produced by anaérobic bacilli present within the lungs themselves. 
We must indeed grant the alternative possibility, viz., that the child 
can inspire these gases from the tympanitic uterus, and so get its lungs 
inflated. What has been said of the lungs applies with equal force 
to the stomach ; i.e., the gases it contains may have been derived from 
the uterus, and not developed within it. Ungar by no means holds as 
proved the statement—that lungs which have never inspired can be made 
to float as the result of the action of bacilli alone. 

Hitschmann and Lindenthal have not as yet proved that the 
gas-producing activity of anaérobic organisms in the lungs is suficient 
to produce enough inflation to cause the tissue to float in water. 

We cannot conclude from these authors that we have proof that 
in spontaneous birth in which no internal examination has been 
made any anaérobic bacilli can colonize, and so develop as to occasion 
tympanites uteri, or occasion such a septic condition of the uterine 
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cavity that the foetus, by premature inspiration, can breathe gas- 
forming organisms into the lungs. If by instrumental and manual 
interference organisms are planted in the womb, the risk of tym- 
panites uteri and development of organisms in the lungs follows. 
Forensic medicine has long recognised this possibility in protracted 
labour with internal examination, and regards the test as possessing 
no other applicable significance. C. L. 


\ 


GYNA:COLOGY. 


On the Menopause (KLEINWACHTER: Zeitsch. fiir Geburts. u. 
Gynak., Bd. xlvii., Ht. 1, p. 23).—Among 6,981 gynecological cases, 
Kleinwachter found 739 patients who had reached the climacteric. 
After subtracting all those cases in which repeated bleeding was 
caused by various diseases of the genital organs, such as chronic 
metritis, carcinoma, fibro-myoma, and so on, there remained 373 
cases in which the date of natural cessation of functional activity of 
the sexual organs could be defined. Of these 130, equal to 34°85 
per cent., ceased menstruating prematurely—that is to say, before the 
age of forty-five. Among the causes of this premature menopause 
were severe metrorrhagia at a premature or full-term labour; pro- 
tracted lactation, especially when frequently repeated ; and the effects 
of puerperal infection, especially when arising in the first child-bed 
in young women. In three cases the tendency to premature cessa- 
tion of the menses was hereditary. The author was able to observe 
the time of the menopause in two cases of infantile uterus, in each 
of which menstruation began at seventeen ; the patients were sterile 
and ceased to menstruate at twenty-eight and thirty-nine years 
respectively ; thus, the functional activity of the ovaries lasted eleven 
years in the one case and twenty-one in the other. Occasionally the 
premature menopause appeared to be due to some obstetrical or 
gynecological operation, such, for instance, as manual removal of 
the placenta or curetting, especially of a puerperal, incompletely 
involuted uterus. Certain chronic diseases that have nothing to do 
with the sexual organs may lead to an early cessation of the menses 
by the general weakening effect of the disease upon the whole 
organism ; thus, chronic gastro-intestinal catarrh led in three cases, 
and cirrhosis of the liver in two, toa premature climacteric. Klein- 
wachter found it more difficult to decide upon the question as to 
whether valvular disease of the heart, or diabetes mellitus or insipidus, 
had any influence in hastening the onset of the menopause. 

Forty-one, equal to 10°99 per cent. of the 373 cases, continued to 
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menstruate beyond the average period—that is to say, after fifty ; 
thirty-eight of these women had borne on an average 7°5 children 
each. Multiparity would thus appear to be associated in some way 
with a late climacteric. As regards the mode of onset of the climac- 
teric, it appears to be a rule that the younger the patient is the more 
frequently is there no climax, or, in other words, the more frequently 
is the onset of the menopause sudden. 

Among the diseases of the genital organs that interfere with the 
establishment of the menopause, some begin, by preference, at the 
climacteric, some alter their character at that time, whilst others 
must be looked upon as accidental complications. Among these 
diseases endometritis is very frequent, and was met with by the 
author in 57 cases, 33 of which required operative treatment ; in 
only 2 of the patients did the endometritis really begin at the meno- 
pause. These cases have to be differentiated from senile endome- 
tritis, to the description of which the author devotes several pages, 
his account being partly based upon 7 cases observed by himself. 
Among other affections found at this time were 2 cases of senile 
colpitis and 8 of chronic metritis, 1 of kraurosis of the vulva, and 
I of vaginismus. Four women of ages between fifty-eight and 
seventy-one had a sharp attack of bleeding long after the menses 
had stopped. The bleeding in these cases was supposed by the 
author to be due probably to atheroma of the uterine vessels, the 
immediate exciting cause in 2 cases being strong bodily exertion. 
Prolapse of the vagina or uterus was observed 74 times, equal to 
10°13 per cent. 

Carcinoma of the uterus was present in 47, equal to 6°35 per cent. 
The author, in this connection, points out the great difference in the 
rate of incidence of malignant disease in Christian and in Jewish 
women. His material is mixed, but chiefly Jewish. Among the 
Christian patients, 6 53 per cent., and among the Jewish 0°63 per cent., 
were found to be affected with uterine cancer. In the 739 patients, 
fibro-myoma of the uterus was found in 78; in 8 of the cases diminu- 
tion, and in II increase, in the size of the tumour took place at the 
menopause. 

The paper concludes with a list of references to the writings 
of others, and of illustrative cases from the author’s own material. 

T. W. 

The Treatment of Retroversion and Flexion of the Uterus 
(KoBLANCK: Zeitsch. fiir Geburts. u. Gynak., Bd. xlvii., Ht. 1, p. 89).— 
Mechanical Treatment.—The varying clinical importance of backward 
displacements of the uterus has often been remarked. Many cases 
of the affection give rise to no subjective symptoms at all, while 
others appear to cause severe and long-continued suffering. In the 
former case the displacement does not call for interference, but where 
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definite symptoms are present, treatment with a view to remedy the 
faulty position of the organ is indicated, and among the means 
employed for this purpose the application of a suitable pessary is one 
of the most important. 

The number of cures ascribed to the use of pessaries varies very 
much in the reports of different observers. This variation is at least 
in part to be attributed to the uncertain meaning of the word ‘cure.’ 
In some cases, after a pessary has been worn for a certain time, the 
displacement does not recur after the removal of the instrument. 
This may be called ‘absolute cure.’ In others, the patient is relieved 
of her symptoms so long as she wears a properly-fitting pessary that 
holds the uterus in anteversion. This may be called ‘relative cure.’ 
In still another group of cases, in spite of a well-fitting pessary, the 
patient is not relieved of her symptoms. Sdanger found, among 49 
chronic retroflexions, 7 cures, equal to 14°3 per cent., and a further 
27 patients in whom the uterus was retained in a correct position by 
a pessary, though the symptoms were not relieved; 15 of the 49, 
equal to 30°6 per cent., remained entirely uncured. Frankel, in 294 
patients, obtained 8-2 per cent. of cures. Klotz found 25 per cent. of 
absolute and 60 per cent. of relative cures; and Prochownik, in 397 
cases, is said by Spath to have obtained 24°5 per cent. complete and 
682 per cent. relative cures. 

In the Universitaéts-Frauenklinik at Berlin, Koblanck found 
that, among 104 cases which had been treated by pessaries for 
mobile retroflexion for periods varying between a few weeks and 
seventeen years, in only 11 did the uterus remain in its normal 
position without a ring, and of these 11 cases 5 were from three 
to six months pregnant. Of 98 cases, only 5, equal to 5°1 per 
cent., were cured by the use of a pessary. In 22 other cases, equal 
to 22°3 per cent., relative cure was observed—that is to say, the 
uterus was kept in normal position by a pessary, and the women 
were free from complaints. All the other patients were not to be 
considered as cured. The best pessary, in Koblanck’s experience, 
was Thomas’s shape. Hodge’s pessary and various kinds of rings 
were also found of service; Fritsch’s pessary and the celluloid ring 
of Schultze were found to be of less use. The author concludes that 
the use of pessaries should be, as far as possible, limited. They do 
not cure the complications which are frequently present. The 
dangers brought about by their long retention in the vagina are 
not small, while the results obtained by their use are, in practice, 
uncertain. 

From the therapeutic point of view the causation of the displace- 
- ment is of great importance. Where retroflexion arises in the 
puerperium from laxity of the lower segment of the uterus, means 
acting upon the uterus itself are indicated. In adherent cases, 








Current Literature: Gynecology 197 


especially where fixation is caused by cicatrices in the parametrium, 
the application of pressure by, for instance, the mercurial col- 
peurynter renders good service. Surgical methods are required in 
the treatment of retroversion due to insufficiency of the supports of 
the uterus, as well as in cases that are complicated with severe 
diseases of the adnexa. 

Operative Treatment.—In the second part of his paper Koblanck 
considers the operative treatment of retroversion. In the last four 
years at the Berlin Universitats-Frauenklinik there were 212 opera- 
tions for retroflexion, of which only 57 were performed for uncom- 
plicated retroflexion. Over 23,000 new cases were attended during 
this time, and about ro per cent. of these would have retroflexion, so 
that it appears that this displacement is not often considered to call 
for operative treatment. In the four years it appears that vaginal 
operations for the condition have increased in the same proportion as 
ventral ones have diminished, and that surgical intervention for 
uncomplicated retroflexion has rapidly become less frequent. An 
operation is only done where it is impossible to restore by any other 
means the working capacity of the patient, or where, in the course 
of operations undertaken on other grounds, it appears desirable to fix 
the fundus of the uterus forwards. 

As regards the method of operation, gynzcologists are gradually 
coming more into agreement. By most operators ventro-fixation 
is only performed when laparotomy is, on other grounds, indicated, 
as, for instance, for tumours, perityphlitis, or severe inflammatory 
affections of the appendages. The Alexander-Adams operation is 
more and more being adopted for uncomplicated retroflexion. 
Opinions are still divided on the choice of a method of fixation where 
the retroflexion is fixed, or where it is complicated with prolapse ; in 
these cases some operators prefer the ventral, others the vaginal 
operation. 

The paper concludes with a short account of the operations per- 
formed by the author for retroflexion. In nearly all the related cases 
complications were present; the details given cannot be shortly 
summarized, and should therefore be consulted in the original. 

T. W. 

On the Treatment of Inveterate Retroflexion of the Uterus 
(J. BLAND-SuTTON, F.R.C.S.: The Clinical Journal, May 28, 1902, 
vol. xx., No. 6).—Sutton maintains in this clinical lecture that 
‘in the treatment of retroflexion of the uterus pessaries are useless 
and in many cases harmful.’ He expresses grave doubts as to the 
capacity of a Hodge or ring pessary to retain the uterus in position, 
even after replacement by the uterine sound, and quotes an illus- 
trative case as revealed by operation. These statements appear to 
be too sweeping in character, and will not find general acceptance, 
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although the sphere of usefulness of péssaries has been much 
restricted during recent years. The author believes that ‘ hystero- 
pexy’ is the best treatment for uterine retroflexion, but he states 
that the operation is reserved for very bad and very inveterate cases. 
If there is any likelihood of the patient becoming pregnant, operation 
should not be performed, as pregnancy is ‘the best cure for a 
retroflexed uterus.’ There is, however, a great tendency for the 
displacement to recur during the puerperium unless special pre- 
cautions are adopted. Inveterate retroflexion is often associated 
with morbid conditions of the appendages, such as small cysts of the 
ovary or pelvic peritoneal adhesions ; sometimes a myoma is present 
in the posterior wall of the uterus, or the body of the uterus is firmly 
gripped by the sacro-uterine folds. Under these circumstances 
pessaries are of little value, while ‘hysteropexy’ is very successful. 
The author publishes a list of fifty consecutive cases operated upon 
during five years at the Chelsea Hospital for Women. In nine cases 
it was found necessary to remove one or both ovaries, in one case 
an encysted collection of fluid was found underneath the incar- 
cerated uterus. The frequency of peritoneal adhesions is not stated. 
All the patients made good recoveries. The technique of the 
operation is carefully described. Two silkworm-gut sutures are 
passed through the fundus uteri, uniting it to the parietal peritoneum 
and aponeurosis. If the fundus is united to the abdominal wall 
there would appear to be some risk of difficulty in subsequent 
pregnancy, owing to the inability of the uterus to rise freely into the 
abdomen. Sutton states that he has no knowledge of any troubles 
arising from this cause, but several patients have had normal 
deliveries. A. W. W. L. 

Utero-Vaginal Prolapse in a Virgin (A. P. Ricci: Archiv. Ital. 
di Ginecol., v. 141, April, 1902).—The patient was fifty-five years 
of age, and for more than five years had suffered from prolapse of 
the uterus, which spontaneously returned when the _ horizontal 
posture was adopted. The hymen was complete, but somewhat lax. 
The uterus measured 3 inches. The uterine prolapse was complete, 
and was associated with prolapse of the anterior vaginal wall and 
bladder. Anterior colporrhaphy was performed, and at the same 
time the patient was operated on for inguinal hernia of the left side. 
Cure resulted from both operations.—J. W. B. 

Myoma of the Vagina (MACHENHAUER: Cent. fiir Gynik., 
No. 21, 1902).—The patient was aged forty-two. She had been 
married thirteen years, and had three children. She complained of 
dyspareunia. A year before she was seen by the author a sudden 
hemorrhage had occurred; this was repeated six months later, 
and had to be checked by artificial means. Since this time a sanious 
discharge had persisted. 
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On examination a tumour was found occupying the vagina. It 
was the size of a man’s fist, of a bluish-red colour, and was attached 
to the posterior vaginal wall. The examining finger could with 
difficulty be passed beyond it into a space bounded in front by the 
stretched portio vaginalis. The sound could not be passed. The 
uterus was anteflexed, and contained small fibroid nodules, but 
was quite mobile. The tumour, after incision of the vaginal 
mucous membrane, shelled out easily. Bleeding had to be checked 
by ligature with transfixion. The cavity was then packed. 

Microscopically the growth is stated to be a pure myoma pos- 
sessing no ‘connective-tissue structure.’ 

The author remarks that in literature no distinction is made 
between fibromata, myomata, and fibromyomata, these three varieties 
of tumour being classed together under the heading of ‘ fibrous 
tumours.’ Of these, he says that there are seventy cases (vaginal) 
on record. Ten cases of pure myoma of the vagina are stated as 
having been demonstrated. These growths lie beneath the mucous 
membrane in the muscular layer of the vagina; any connection with 
the remains of the Wolff-Gaertner’s duct, or with the mucous 
glands, has not been proved. 

The ages of patients presenting fibromata and myomata of the 
vagina fall in the fourth, rarely the fifth, decade of life. The married 
or single state seems not to affect the question of growth. In size 
these tumours have been found to vary from that of a cherry to that 
of a child’s head. In three-fourths of the cases these growths are 
situated in the anterior vaginal wall, in one-fourth in the posterior 
or lateral walls, and in the majority of cases they are found in the 
upper part of the canal. A few of the tumours have been polypoid. 
The symptoms are generally very few. Bleeding and fcetid sanious 
discharges occur as the result of ulceration due to compression of 
the vaginal mucous membrane by a large growth. In large growths 
the differential diagnosis as to the point of origin is not easy. The 
diagnosis between cyst and myoma, when the latter is cedematous 
and soft, can be made by puncture. In sarcoma and carcinoma the 
mucous membrane is generally involved and altered, but sloughing 
fibroid can only be diagnosed from them by the microscope. The 
prognosis is good except in cases where the tumour has suffered by 
the passage of a foetus in delivery, and subsequent sloughing and 
sepsis sets in. The removal of these growths is very easy. 

Ch 

A Danger from the Employment of the Weighted Vaginal 
Speculum.—F. GriFFITH (New York Medical News, May 17) records 
a case in which sloughing of the posterior vaginal wall followed the 
use of a weighted speculum. 

A young married woman was suffering from sapreemia following 
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abortion. For purposes of curetting a weighted speculum weighing 
24 ounces was placed in position, and maintained there for thirty 
minutes. 

On the fourth day after the operation a foetid vaginal discharge 
was noticed, and on examination a slough was found on the posterior 
vaginal wall, the situation and outline of which corresponded exactly 
with the area which had been subject to pressure by the speculum. 

H. W. 

A Study of Bilateral Ovarian Dermoid Cysts (Loewy and 
GuENIoT: Rev. de Gynécol. et de Chir. Abdom., March and April, 
1902).—The writers have collected ninety-seven cases of bilateral 
ovarian cysts reported by various observers, and from a study of 
these they come to the following conclusions: 

1. Dermoid ovarian tumours are often bilateral, and as one 
tumour may be very much smaller than the other, it may be over- 
looked at the time of operation, unless a careful routine examination 
is made of both ovaries. 

2. Menstruation is not generally affected. 

3. Pregnancy is not uncommon. 

4. Bilateral tumours predispose to the following accidents: 
(1) Torsion of the pedicle; (2) rupture of the pedicle; (3) pelvic 
pressure symptoms. G. D.R. 

Twisting of Ovarian Pedicle: Renal Colic diagnosed. — 
Moucnotte (Bulletins et Mém. de la Soc. Anat. de Paris, Jan., 1902) 
reports a case of some interest. A woman, aged thirty, had been 
subject for nearly five years to very sharp attacks of pain in the right 
side of the abdomen. They reduced her health and caused amenor- 
rhoea. Vomiting and constipation, syncope, and radiation of pain 
along the right thigh, were marked symptoms. A tumour was 
detected entirely in the right side of the abdomen, and calculous 
hydronephrosis diagnosed. Pain was felt on pressure over Mac- 
Burney’s spot. The patient came under the care of Buzy, who 
detected an ovarian cyst. The pains were attributed to repeated 
attacks of peritonitis. Ovariotomy was performed after a very 
severe attack. Characteristic torsion of the pedicle was discovered ; 
the tumour was livid from congestion. There were only a few 
adhesions—omental and parietal. The cyst was dermoid, and the 
patient made a good recovery. Mouchotte observes that the 
symptoms of twisted pedicle have several times led to the erroneous 
diagnosis of appendicitis. Brun reported the first case. Niot has 
collected a series of such errors in his thesis (1901); since its 
publication, Machard has recorded one more instance of twisted 
pedicle simulating inflamed appendix in the Revue Médicale de la 
Suisse Romande, 1901. It appears that, according to careful statistics, 
a single dermoid cyst is usually situated on the right side (Lebert, 





Current Literature : Gynecology 201 


Niot), and when the disease is bilateral the right tumour is the more 
frequently twisted. Many dermoids rotate on their pedicles before 
they have become large tumours rising high out of the pelvis; hence 
errors of diagnosis. AT 

Sounding the Fallopian Tube (MACHENHAUER: Cent. fiir 
Gynik., No. 20, 1902).—The patient was a 3-para, aged forty years ; 
the last birth was seven years ago. For eight weeks the menses 
had ceased; they had previously occurred regularly every three, or 
three and a half weeks. The woman affirmed with certainty that 
she was pregnant, and complained of sickness, and pain in the back 
and abdomen. 

On examination, Machenhauer found the uterus to be irregular 
and flabby ; to the right and behind was a soft elastic tumour the 
size of a lemon, with pulsating vessels. He diagnosed ectopic gesta- 
tion. The sound passed 4 inches, and then without resistance passed 
in the direction of the right tube another 2°8 inches. 

This was repeated several times during the next day without loss 
of blood or any sign of reaction. Laparotomy revealed many 
fibroids of small size in the uterus but no sign of perforation of the 
body, the peritoneal coat being everywhere undisturbed. Tube and 
ovary were normal on both sides. There was an intraligamentary 
cyst the size of an orange which had sunk into Douglas’s pouch. 
The patient recovered without a check. 

Laparotomy demonstrated that in this case sounding of the tube 
had been carried out without resistance, and had been repeated 
several times. Some cases of supposed perforation by the sound 
may possibly have the same explanation. C. i. 

A Case of Fibromyoma of the Fallopian Tube (G. CarriERE 
and O. LEGRAND: Rev. de Gynécol. et de Chir. Abdom., May and June, 
1902).—The patient, aged thirty, had first menstruated at the age of 
fifteen ; the periods occurred regularly every month, lasted four days, 
and were accompanied by pain. At the age of nineteen she became 
pregnant. She was attended at her confinement by a midwife; the 
labour terminated naturally, but the child was born dead. An 
attack of peritonitis ensued, and a medical man who then saw the 
patient stated that she was suffering from ‘ metro-salpingitis ’ of the 
left side. After this attack the menstrual periods recurred regularly, 
but they were accompanied by much pain. In Igor the patient 
had a fall, and was in a hospital for three months suffering from 
‘ parametritic cyst of the cervix uteri, and fibroma of the anterior lip 
of the cervix.’ Some months afterwards she was complaining of 
constant abdominal pains, which were greatly aggravated by walking. 
She was thin and anemic. On vaginal examination, the mobility of 
the uterus was impaired, but otherwise the organ was normal ; in 
the right lateral fornix was a small painful swelling, which was 
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thought to be an ovarian cyst. This was removed by abdominal 
section, and proved to bea tumour of the Fallopian tube; it weighed 
235 grms., was smooth on the surface, and the lumen of the tube 
passed through it without any constriction. On section, it was seen 
that the canal passed exactly through the centre of the tumour, and 
the mucous membrane lining it was in all respects normal; the 
tumour itself was composed of fibrous and muscular tissue. The 
writer states that this is the sixteenth reported case of fibro- 
myomatous tumour of the Fallopian tube, but he thinks that only 
eleven of these can be accepted as undoubted cases of this nature. 
G. D. &. 

Spontaneous Rupture of the Abdominal Wound after Opera- 
tion (Thése pour le Doctorat en Médecine, 1g01, par PIERRE-PAUL 
Recours. Bordeaux: Imprimerie du Midi, 1901).—Much good work 
is to be found in theses, as the author is often attached to some great 
institution or is assistant to a man of large practice and experience, 
and is therefore in a position to collect the writings and record the 
labours of his seniors. Recours has chosen a very good subject 
for his thesis. He belongs to the Bordeaux School of Medicine, 
which can boast of such able contemporary writers as Demons in 
surgery and Lefour and Chavannaz in obstetrics and gynecology. 
Much abdominal surgery is undertaken on the banks of the Gironde. 
Chavannaz in 18go published a collective report of twenty-four 
cases of rupture of the abdominal wound, including one or two from 
the United Kingdom. The present author has tabulated Chavannaz’s 
reports, and has added a large number of new cases, bringing up the 
list to sixty-two. Out of the thirty-eight additional cases only five 
are of British origin. We more than suspect that a few on this side 
of the Channel have been overlooked. Seven reports come from 
Paris, and Bordeaux and Marseilles each contribute four cases, 
whilst five hail from Toulouse. Five were unpublished cases of 
Danish origin, and were communicated direct to Recours by Bloch 
of Copenhagen. 

We must thank Recours for the valuable material in his 
thesis, and at the same time express our opinion that many more 
cases might be collected in the British Empire and America, with 
due acknowledgment to the author as our initiator ; for abdominal 
sections are performed all over the world in these days, and rupture 
of the wound is one of the gravest and most annoying of all com- 
plications following the operation. 

Chavannaz believed that the accident in question, according to 
the statistics of great operators, has occurred in under I in 1,000 
cases. Recours suspects that it is far more frequent than such 
records would lead us to believe, and we feel that his suspicion is 
amply justified. He quotes Cestan of Toulouse, who reported four 
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cases in 1900, and rightly laid down the principle that spontaneous 
rupture may occur under very varying circumstances, and often when 
quite unexpected. Cestan was justified in making this observation, 
even on the strength of four cases in his own knowledge. Thus, 
in one instance the patient left her bed too soon after removal of 
inflamed appendages; a second ruptured the wound when getting 
up to pass a motion; whilst the third suffered from the same accident 
two years after an ovariotomy, when lifting a heavy weight. The 
fourth patient was a boatman, who underwent gastro-enterostomy 
for a new growth in the pylorus. The wound yielded during a fit of 
coughing, shortly after removal of the sutures. All these cases re- 
covered, even that where the cicatrix yielded two years after ovari- 
otomy, and a mass of intestinal coils fell amidst dirty underlinen. 
There remain two other classes of rupture of the wound: those 
where healing is defective, owing to pure debility; and the worst 
type of all, those intimately associated with sepsis. We need 
hardly say that such cases are included in Recours’ statistics. 
He observes, very rightly, that catgut is absorbed too soon to 
be a reliable material for suture of the parietes in cachectic 
patients. 

Thus the author shows us that rupture of the wound may occur 
under very different conditions, and admits that on that account 
sixty-two cases are insufficient for making any generalizations. None 
the less are they clinical reports of high value, and we therefore turn 
the attention of gynecologists to this useful thesis. A. D. 

The Technique of Cystoscopy in the Female (FrEprRICcK 
BIERHOFF : Medical News, May 3).—Cystoscopy in the female is 
easy and satisfactory in cases where the pelvic viscera are normal in 
size and position; but when the patient has an enlarged or displaced 
uterus, a new growth, or an inflammatory exudation, the examination 
becomes one of great difficulty. 

The patient is placed in a semi-recumbent position upon the 
examining-table with her feet resting upon the footpieces, the knees 
flexed, and the thighs well separated. The vulva and meatus are 
cleansed, and the bladder irrigated until the fluid returns perfectly 
clear; 200 to 300 c.c. of clear fluid are then injected, and the 
cystoscope passed. Should spasm of the urethra render the passage 
of the instrument difficult, it may usually be overcome by placing 
for a few moments in its lumen a small pledget of cotton- 
wool moistened with a few drops of a 2 per cent. solution of 
cocaine. 

Next, using the unlighted cystoscope as a sound, the cavity of 
the bladder should be thoroughly explored. ‘It acquaints one with 
the position of the uterus, the chief source of encroachment, and the 
presence or absence of any other serious obstruction or distortion, 
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and gives one an idea of how great a degree of excursion the cysto- 
scope may safely make during the examination. ... If we bear in 
mind that we introduce into the bladder an electric lamp which 
is capable of causing severe cauterization of those parts of the 
bladder wall with which it remains in contact even for a short 
time, we can readily explain the occurrence of infection after 
cystoscopy.’ 

Having thus ascertained the extent and shape of the bladder, the 
light is turned on, and the walls methodically examined—first the 
anterior wall, then the lateral, and finally the base. When the 
examination is completed, the lamp is extinguished, and left in the 
bladder for a few moments before its withdrawal, in order that it 
may be allowed to cool. It should be removed with the beak 
upwards. 

The bladder contents are then allowed to flow off, with the 
exception of about 50 c.c. 

Should any cauterization of the bladder wall have occurred, 
30 to 50 c.c. of a } per cent. solution of silver nitrate should be 
injected, and allowed to remain in. H. W. 

Hair-ball Tumours of the Stomach.—CaTHELIN (Bulletins et 
Mém. de la Soc. Anat. de Paris, Jan., 1902) publishes a collection 
of twenty-one cases of hair-balls in the stomach, with no tables and 
few details, but full references. They have been called egagropiles, 
tricholezoars, etc. All the collected cases occurred in females, and 
nearly all in young girls. One patient, however, was thirty years of 
age, and one as old as forty-five. In nine cases it is stated that 
gastrotomy was performed, and all recovered. The same is implied, 
but not absolutely specified, in several other cases, as reported by 
Cathelin. Some of the patients were mere children of ten or 
eleven. Many of the reports dwell on the eccentric habit which 
causes this remarkable condition. Talamon states that a milliner, 
aged eighteen, a patient in the Hépital Bichat, got into the habit of 
swallowing bits of wool from her neckerchief until, at the end of a 
month, she had devoured the whole of it. Hysteria or other neuroses 
were present in the majority of cases. One girl took to swallowing 
her hair when her mind was affected by an attack of influenza. 
Among recent cases we may quote that just mentioned. O’Hara of 
Melbourne was the operator. The patient was twenty-two, and after 
recovering from the attack of influenza she suffered from abdominal 
pains, and a tumour was detected. The diagnosis was hydatid cyst 
of the omentum or movable kidney. Beyond pain, there was no 
gastric disturbance, yet the hair-ball, successfully removed by 
gastrotomy, was as big as a cocoanut, and weighed 2 pounds. 
Herbert Bruce of Toronto had under his care a woman, aged 
twenty-six. She consulted. him for a tumour in the left hypo- 
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chondrium, which she had noticed two months after the birth of her 
last child. The tumour was remarkably elongated, and tailed off for 
some distance into the duodenum. There was no history of any 
neurosis, and recovery was rapid after gastrotomy. The latest case, 
reported at a medical society in Lyons last year, was under Siraud. 
The patient was sixteen, and fibroma of the abdominal wall, pan- 
creatic tumour, enlarged spleen, and encysted tubercular peritonitis 
were diagnosed. The tumour was 11 inches long, and 23 inches 
thick; it weighed 1 pound 12 ounces. There was hardly any func- 
tional disturbance. Diagnosis is very difficult in many instances. 
The patients, as a rule, conceal the fact that they have indulged in 
the habit of swallowing their hair. A. D. 

Gonorrheeal Affections of the Nervous System in Women 
(KALABINE: Rev. de Gynécol. et de Chir. Abdom., March and April, 
1902).—Kalabine reports two cases of sciatica occurring during the 
acute stage of gonorrhcea in young women. 

One patient, aged twenty-one, was seen on the sixteenth day 
after marriage. There was acute urethritis, vulvitis, etc., and the 
uterus was fixed by a tender, hard, inflammatory exudation. Severe 
sciatica and intercostal neuralgia were complained of, which dis- 
appeared in the course of four weeks. 

The other patient, aged eighteen, developed sciatica fifteen days 
after marriage. In this case also there was gonorrhceal urethritis, 
vulvitis, and perimetritis. The sciatica disappeared in five weeks. 
The writer mentions a large number of cases of nervous disorders 
which have appeared in the course of acute gonorrhcea in both sexes, 
and which have been reported by various observers. The following 
are the chief nervous affections that have been found associated with 
gonorrheea : 

1. Cerebral-meningitis and coma. 

2. Diffuse meningo-myelitis of the spinal cord, most frequently in 
the dorso-lumbar region. 

3. Peripheral neuritis, particularly of the lower limbs. 

4. Neuroses—neurasthenia, hysteria, chorea. 

5. Neuralgias—most often in the sciatic nerve. There is no 
muscular atrophy, and the condition is of short duration. Cure is 
the rule, but the condition is apt to recur with subsequent attacks of 
gonorrhea. 

6. Disorders of sensory organs (rare), chiefly of the ear and 
eye. 

7. Cutaneous manifestations—erythema. 

By injecting the toxin produced by the gonococcus while under 
artificial cultivation, into animals, marked changes may be produced 
in the nervous system. 

The most frequent lesions are in the anterior polar cells of the 
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spinal cord which undergo degeneration. A similar but less marked 
degeneration affects the cells of the cerebral ganglia. There is 
hyperemia, with blood extravasations, both in the spinal meninges 
and also in the substance of the cord itself. There may be exudation 
into the central spinal canal. Degeneration of peripheral nerves 
has also been observed. The results depend upon the dose of the 
toxin introduced, and also on the length of time during which the 
injections are repeated. In two cases in which the injections were 
repeated for a considerable length of time in rabbits, atheromatous 
changes were found in the aorta and cardiac valves. . D. R. 
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Micromely of the Foetus in a Case of Dysaein oa eee ose MALATESTA. 


Archivio di Ostetricia e Ginecologia, May, 1902. 
Simple Capillary Angioma of the Vulva in the aia of denne Waxy 
Degeneration ee ... BURGIO. 
Contribution to the Histogenesii of the Cunpen bestia. oer GRISTALLI. 
The Osseous Pelvis of Vertebrates (comtinuation)... aa PATELLANI-RoSA. 


Archivio di Ostetricia e Ginecologia, June, 1902. 


Chrobak’s Method of Abdominal Hysterectomy for Fibromyoma .-- REGNOLI. 
A Case of Utero-vaginal Prolapse ina Virgin... aa Ae CAMPIONE. 
The Osseous Pelvis of Vertebrates (continuation)... rer PATELLANI-ROSA. 


Annali di Ostetricia e Ginecologia, June, 1902. 


Critical Study of Cephalotripsy, Cranioclasm, and Embryotomy D’ERCHIA. 
Vulvar Furunculosis due to the Gonococcus re as aes RONCAGLIA, 
Embryology and Anatomy of the Foetal Uterus... are ons ... FERRONI. 


Bolletino della Societa Toscana di Ostetricia e Ginecologia, 
April, 1902. 


Adeno-carcinoma of the Ovary ect ota eae SANTI. 
A Contribution to the Operative Cure of Genital alias ava PESTALOZZA. 
Suggestions for an Obstetrical Nomenclature... aaa te PESTALOZZA. 


The Measurement of the Internal Antero- smashes Diameter of the Pelvis in 
2s the Living Subject see <9 ae see aa GIGLI. 


Note on the Life and Vitality of Spenmatecnn Ace aa ose ... ROSTER. 
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May, 1902. 
Cesarean Section for Rupture of the Uterus in a Former Labour ... SCARLINI. 


Spontaneous Rupture of the Uterus in the First Stage of Labour ... PINZANI. 


Pregnancy in the Left Half of a Uterus res a Ceesarean 
Section aoe - : ‘COEN. 


Lateral Section of the Pubis : "Clinical Comsdnnnions ath ins pis GIGLI. 
A Derivative of Ichthyol in Gynecology ... ae ese ee ... ANGELINI. 


The American Journal of Obstetrics, June, 1902. 


Ulcerative Lesions of the Vulva, commonly called Lupus or Esthioméne 

GRACE MURRAY. 
Massage of the Breasts during Lactation ... ae ae one ... BACON. 
An Operation for Cystocele ... a See ae sod ae HIRST. 
A Case of Uterus Bicornis with Double Vegion aor as nee ..» GIRVIN. 
Adenomyomata of the Uterus Ses ae Sc aoe - BALDY and LONGCOPE. 
Infected Ovarian Cysts soe eae PETERSON. 


The Etiology, Histology, and onal Cuan a ns Gesution . BANDLER. 
The Choice of Operations for the Relief of Retro-displacements of the ‘Uneris 
JOHNSON. 
Annals of Gynzcology and Pediatry, July, 1902. 


The Ovarian Segment of the Utero-ovarian Artery os BYRON ROBINSON. 
Deep Transverse Arrest of the Head as an Indication for Forceps 
CHARLES E. REED. 


Bulletin of the Johns Hopkins Hospital, June, 1902. 


Acute General Gonorrhceal Peritonitis aoe ea ... HANNER and HARRIS. 


New York Medical Journal, July 12, 1902. 


Polyhydramnios : its Differential —— and Treatment, with the Report 

of Cases... es one oe EDWARD P. Davis. 
The Pathogenesis it ‘Tieenpenion of or Eclampsia ... HARRISON. 
Threatened Tubal Abortion ... oes ae oa ey ea ...  BOVEE. 


American Journal of the Medical Sciences, July, 1902. 


Primary Carcinoma of the Urethra in Women... Ae S88 VINEBERG. 


The Medical News, July 12, 1902. 
A Case of Strangulated Hernia of the Ovary and Fallopian Tube __... BRISTOW. 


The Practitioner, July, 1902. 


Operations for Cancer of the Uterus Je - she ... SINCLAIR. 
Operative Treatment of Malignant Disease of the Geeien ... WALTER TATE. 


The Lancet, July 26, 1902. 
Puerperal Aphasia, with an Analysis of Eighteen Cases... MCINTYRE SINCLAIR. 


British Medical Journal, July 19, 1902. 
An Unusually Large Pyosalpinx _... aie aoe as ... MAY THORNE. 





Reports of Societies 


REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 
Meeting, July 2, 1902, Peter Horrocks, M.D., President, in the Chair. 


Dr. R. H. Bett read a short communication on A Case of 
Puerperal Eclampsia, with Autopsy and Remarks. The clinical 
phenomena were those usually associated with cases of eclampsia—viz., 
headache, vomiting, cedema, albuminuria, and, finally, fits and coma. It 
was noted, however, that the urine was little, if at all, diminished in 
amount, and that albumen, though always present, was never in larger pro- 
portions than one-sixth. The presence of jaundice in the later stages of 
the illness was also mentioned, and reference made to other cases in 
which this symptom was present. 

A short account followed of the autopsy, and microscopical appear- 
ances of the liver and kidneys, both of which, but especially the former, 
showed marked degenerative changes, such as have been described by 
Pelliet and others as associated with cases of eclampsia. Their close 
resemblance to those seen in the early stages of acute yellow atrophy was 
dwelt upon, but the fact was mentioned that during life no diminution of 
the size of the liver was made out, and that post-mortem the organ 
weighed 55 ounces. 

The author suggested that the case was interesting, as showing the 
close affinity of eclampsia to acute yellow atrophy occurring in a pregnant 
woman, the post-mortem appearances being those associated with an 
acute toxemia. 

Some experiments with regard to the toxicity of the blood, conducted 
by Dr. Seligmann, were then recorded. The method employed was the 
subcutaneous injection of serum into guinea-pigs. 

Control experiments were made with the blood from cases of chronic 
uremia in the stage of coma, and it was shown that in these cases the 
serum had by no means the same high degree of toxicity as existed in the 
case of eclampsia. 

Dr. CULLINGWorRTH thought that there was much that was still to be 
elucidated both about the pathology of puerperal eclampsia and that of 
acute yellow atrophy of the liver, and it was quite possible that some day 
both might be found to be capable of being classed under one general 
heading. The difficulties of such a case as this would then be cleared up, 
and, indeed, this case might prove valuable as a sort of connecting link, 
all the more valuable from its having been recorded without any attempt 
to fit the facts on to some favourite theory. There was just one point on 
which he should like to ask Dr. Bell a question. The hemorrhages 
found in the liver were extensive and remarkable. He feared he was not 
a sufficiently expert pathologist to be able to say whether such a condition 
was ever met with in puerperal eclampsia with kidney lesions only. 
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Dr. Eben said he thought the case, which had been so admirably 
reported by Dr. Bell, was a very important one. It served to support 
the view, now gaining much favour abroad, that it was possible to divide 
cases of eclampsia into two principal groups—hepatic and renal. 

The morbid anatomy of eclampsia had not perhaps received as much 
attention of late as had been paid to experimental work in connection 
with the toxzmic theory of this disorder. But the occurrence of well- 
defined changes in the liver, consisting chiefly of haemorrhages and 
degeneration of hepatic cells, was now well-established, and it had, of 
course, been long recognised that marked changes might also be 
found in the kidneys. Dr. Bell’s case appeared to belong to the hepatic 
class, and the relation of this class to cases of acute yellow atrophy 
was one of the most interesting problems, connected with the subject. 
Dr. Bell appeared to sympathize with the view that eclampsia was 
produced by a toxic condition of the blood. This might be so; but 
toxemia, after all, was only a symptom like eclampsia, and we were 
therefore no nearer a satisfactory explanation of the pathology of the 
condition. The real problem that had to be faced was, How did the 
toxzmia arise? Unfortunately, no answer could at present be given to 
this question. 

The PresipEent did not think this was an ordinary case of puer- 
peral eclampsia; on the contrary, it was a very unusual one, for, on the 
one hand, the urine was never loaded with albumen, and, on the other, 
albumen was not quite absent. Again, there was marked jaundice, which 
was uncommon in puerperal eclampsia. Hence, although the patho- 
logical changes in the liver and other viscera were of great interest, it did 
not follow that they would be found in ordinary cases. He deprecated 
the use of the term ‘ puerperal toxemia,’ for it was founded upon a still 
unproved theory, and gave no picture of the case like the term puerperal 
eclampsia did. 

Dr. DRumMMonpD Ropsinson referred to a case in which he had made 
some experiments with the blood serum of a patient, who during her first 
pregnancy had developed jaundice and albuminuria. Considerable quan- 
tities of the blood serum from this case were injected into guinea-pigs 
without producing any effect. This patient had no fits, and made a good 
recovery after the induction of premature labour. 

Dr. WILLIAMSON quoted a case recently seen in which forty eclamptic 
fits occurred within twenty-four hours of delivery. The urine was not 
reduced in amount, the percentage of urea never fell below 1°6 per cent., 
only a slight cloud of albumen was present, and no tube casts were found. 
After the cessation of the fits, however, the patient became deeply jaun- 
diced, and bile was found in the urine. The patient recovered. 

Ovarian Tumour obstructing Delivery.—Mr. J. W. Tayor read 
the notes of a case in which delivery at full term had been obstructed by 
the presence of an ovarian tumour in the pelvis. After considering the 
relative advantages of abdominal and vaginal ovariotomy, it had been 
decided to make a posterior vaginal section, and perform ovariotomy 
during the progress of labour. This was successfully accomplished, and 
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then delivery had been completed by the aid of forceps without delay. 
The patient had made an easy and very satisfactory recovery. 

The PresIDENT congratulated Mr. Taylor on the happy termination of 
his case, but he could not help feeling that he had been lucky in finding 
this ovarian cyst so simple and so free from adhesions. Had it been a 
multilocular cyst with myriads of small cysts, had there been adhesions 
extending to the bowel, or had the pedicle been difficult to reach, he might 
have been obliged to open the abdomen after all. He related details of a 
case in Guy’s Hospital where a tumour occupied the pelvis and obstructed 
labour. It was under such great pressure that it was thought to be a 
solid tumour ; there was no fluctuation, and it felt as hard as any fibroid. 
A needle was pushed in and pus withdrawn; then an incision was made, 
and a loculus emptied. A septum was punctured, and another loculus 
emptied; and then a third one, after which it was found possible to 
deliver. Subsequently another loculus opened and discharged near the 
navel, and the patient left the hospital and was lost sight of. 

Dr. HERBERT SPENCER thought that abdominal ovariotomy was pre- 
ferable to vaginal ovariotomy in the treatment of these cases. Mr. Taylor 
seemed to have chosen vaginal ovariotomy partly because he would 
‘ probably have to evacuate the pregnant uterus or do a Cesarean section 
before he could get at the imprisoned tumour.’ It could not be too 
strongly insisted upon that Cesarean section was quite unnecessary. 
In Mr. Taylor’s case the tumour, which he understood contained 2 or 
3 pints, would certainly have reached above the brim of the pelvis, and 
might have been opened there possibly without much difficulty. But 
in any case, by enlarging the incision (and it was surprising through 
how small an incision the pregnant uterus would pass if taken out one 
cornu first) the tumour could have been easily dealt with, and then forceps 
could have been applied and the uterus returned. The vaginal opera- 
tion appeared to him (while having some slight advantages alluded to 
by Mr. Taylor) to be on the whole inferior, in that it made a wound in 
the vagina, but did not permit inspection of the other ovary, or allow of 
such careful treatment of adhesions or of the pedicle. Mr. Taylor had 
himself found difficulty in dealing with the pedicle, in that he had tied it 
by encircling it with a ligature, applied beyond a pair of forceps, and had 
to cut the ligature short by the sense of touch. This appeared to him to 
be not free from danger of slipping of the ligature. 

Dr. Heywoop Smit said that about seventeen or eighteen years ago 
he had a similar case under his care; he tapped the ovarian cyst per 
vaginam, and delivered the woman. It was not till she was between three 
and four months pregnant again that she presented herself; he then did 
ovariotomy during the pregnancy. The patient did well, went her full 
time, and subsequently had other children. 

Dr. HaNDFIELD-JoNES recorded two cases of suppurating dermoid 
tumour which had obstructed delivery at full term. In both cases he 
had thought it best to open the abdomen and remove the tumours by the 
abdominal route. While performing these operations he had been struck 
by the difficulty which would have been encountered if he had endeavoured 
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to effect the removal by the vaginal route, for in both these instances the 
upper wall of the tumour had been densely adherent to coils of small 
intestine, and great risk of tearing the bowel would have arisen if an 
attempt had been made to withdraw the growth through an opening in 
the vagina. 

Mr. Tay or, in reply, said that while acknowledging the good fortune, 
for which every surgeon should be grateful, he wished the Fellows to 
understand that the operation was deliberately chosen, and that this 
choice was made in consequence of an experience of vaginal cceliotomy, 
extending now over some nine or ten years, during which he had re- 
peatedly removed small ovarian cysts, diseased tubes, small dermoid 
tumours, and extra-uterine pregnancies by the vaginal method. The 
chief difficulty of the vaginal operation was undoubtedly the com- 
fortable securing of the pedicle, but (as a previous speaker had already 
stated) the surgeon could leave a pair of forceps on the stump, if neces- 
sary, with perfect safety. In addition, the open method of treating the 
vaginal wound (with an iodoform gauze drain) precluded the possibility of 
any serious hemorrhage occurring without the immediate knowledge of 
those in attendance. As Dr. Spencer was describing his case—requiring 
a large abdominal incision, eventration of the pregnant uterus, and delivery 
of the child while the uterus was still outside of the abdomen—he could 
not help unfavourably contrasting the operation as described with the 
simple, direct, and comparatively easy method employed in his own case. 

Mr. Taytor said he would in no case use simple puncture or aspira- 
tion by the vagina. The danger of fouling the peritoneum by oozing from 
a pus sac or dermoid cyst contra-indicated this practice, and in every case 
that recovered an operation had to be dene later. The method he 
described to-night formed a legitimate and very useful extension of 
operative practice, which in suitable cases satisfied the requirements 
of good surgery much better than the more usual method of operation 
by abdominal incision. 


BRITISH GYNECOLOGICAL SOCIETY. 
Meeting, July 8, 1902, Dr. Heywoop Situ, Vice-President, in the Chair. 


Dr. F. A. PurceLtt showed Three Uteri removed by Vaginal 
Hysterectomy, two for malignant disease, and one after perforation of 
the fundus during dilatation for the purpose of removing the sloughing 
pedicle of a fibrous polypus previously expelled; and also a uterus with 
multiple myomata removed through the abdomen. These specimens 
were discussed by the Chairman, Dr. Routh, Dr. J. J. Macan, Dr. 
Macnaughton-Jones, and Dr. Snow. In his reply Dr. Purcell agreed 
with Dr. Routh that hard and tender vaginal caruncule suggested 
malignant disease. In the case of perforation the dilatation had been 
quite gradual, commencing with No. 1 (Hegar), and it was No. g that 
had perforated the fundus. Experience had taught us that no serious 
results need necessarily follow perforation; but for it to be harmless the 
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instrument, and the endometrium also, should be aseptic (and as in 
this case the pedicle was sloughing) he removed the uterus. He quite 
approved of preliminary dilatation by a tent. Professor Bossi’s instru- 
ment, which Dr. Macnaughton-Jones had shown them, might perhaps 
have been used in the case without accident. 

Dr. MacnauGuTon-Jones read notes of a case of Suppurating 
Ovarian Cystoma complicating Miscarriage during the Third 
Month. When he was consulted, fourteen days after the miscarriage, 
there were signs of extensive cellulitis and some peritonitis, a week later 
softening and fluctuation appeared in the vaginal vault. On the twenty-third 
day after delivery and the eleventh of the illness, as the abscess could 
not be satisfactorily reached by the vagina, he performed cceliotomy. A 
cyst extending nearly up to the umbilicus, with wide adhesions which 
bled freely when separated, burst during manipulation, and pus escaped ; 
the peritoneal cavity was flushed out with formalin solution. Alarming 
symptoms supervened on the fourth day ; but the patient rallied, and from 
the fourteenth her temperature was hardly above normal, and she did 
well. In reply to Dr. Snow, he said that the strength of the formalin 
solution was I in 5,000, but he had frequently employed it in the perito- 
neal cavity in solutions of 1 in 3,000, and even 1 in 2,000, and never with 
bad effect. 

Dr. MacnauGHTon-Jones, jun., for Dr. Purefoy, Master of the 
Rotunda, read notes of (1) A Case of Cystic Ovaries and Rudi- 
mentary Uterus without any Vagina ; the subject was tall and well- 
developed, with normal mammz and external genitals, and had sought 
relief for molimina associated with incapacitating pain. (2) A Peduncu- 
lated Secondary Growth from an Abdominal Cicatrix after 
Hysterectomy; the operation had been done for a benign tumour. 
Dr. Purefoy had not heard of such growths after hysterectomy ; but they 
were described by Bland-Sutton as occurring after ovariotomy, and one 
such had come under his notice. 

Dr. R. H. Hopason read a paper on A Case of Double Pyosalpinx 
removed after Seventeen Years’ Suffering. In 1885, when nineteen 
years of age, the patient, a hysterical subject, was under his care for 
suprapubic pain, which at the approach of the catamenia became 
agonizing. After a time, alarmed at the depletory treatment he recom- 
mended, she sought other advice, and was assured that her troubles were 
entirely hysterical. She did not improve, but in 188g, persuaded that 
she would recover her health, she accepted missionary work in Burma, 
and there, after being stabbed by a black in 18go, sacral pain was added 
to her trouble, but was relieved by a pessary and by syringing and 
electricity. She returned to work (except at her periods) for four years. 
After malarial fever in 1894, the pain in the back returned with a dis- 
charge, which (but not the pain) was relieved by operation in a London 
hospital during a visit home in 1896. She suffered severely from her old 
symptoms during a bad voyage back to Burma, and in 1897, on arrival, she 
had much difficulty in walking owing to the pain in her sacrum, and had 
malarial fever again with fainting, and the following year large abscesses 
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in the axilla, and severe pain in the left side ascribed to metritis. From 
that time her menstrual flow diminished, and in 1902 had almost ceased. 
In 1899, after receiving little benefit from dilatation in Rangoon General 
Hospital, in desperation she took some pennyroyal; a cyst burst with 
great relief to pain and swelling on the right side. She was confined to 
bed for a month with inflammation of her right leg in 1900, and from 
January to June, 1go1, had constant headache. The pubic pain, excep 
for one year after treatment in hospital in London, had been constant for 
seventeen years, and the sacral pain had persisted for six years. On 
June 4 Dr. Hodgson performed laparotomy, and found the uterus mobile, 
cylindrical, and anteflexed; there were no adhesions and no traces of the 
old sac. He removed the cirrhotic ovaries and the tubes, which con- 
tained pus. The temperature never rose above 100°. She got up on the 
fourteenth day; the sacral pain disappeared on the second day, and the 


pubic pain subsided. She is now quite well, and will return to her work 
in Burma. 







EDINBURGH OBSTETRICAL SOCIETY. 


On Wednesday, July gth, a conjoint meeting with the Glasgow 
Obstetrical and Gynzcological Society was held in Edinburgh, Dr. JAMEs 
RitcuieE in the Chair. 

Dr. Ropert JARDINE, Glasgow, opened a discussion on Haemor- 
rhage during the Late Months of Pregnancy and Early Stages 
of Labour. He said he would confine his remarks chiefly to the subject 
of treatment. With regard to placenta previa, as soon as dilata- 
tion of the os commenced separation must occur, and this meant the 
opening up of sinuses and hemorrhage. In the central variety the 
bleeding was excessive, in the lateral it was severe, but in the marginal 
it might be slight. This last variety existed more commonly than was 
supposed, and accounted for the comparatively slight hemorrhage which 
not infrequently occurred in the early stages of labour. In the case of a 
first attack of hemorrhage, if not severe and if the foetus was not then 
viable, palliative measures ought to be adopted. If the child was viable 
and the hemorrhage at all severe, active treatment to empty the uterus 
should be employed. If the os was not dilated, the best means of check- 
ing the hemorrhage was the vaginal plug; if the os was dilated, the best 
treatment was to plug from above by turning and bringing down one leg. 
Then the labour should not be hurried. For the post-partum haemorrhage 
which was so apt to occur in those cases, pressure of the uterus between 
the two hands was most effectual. The intra-uterine douche in some 
cases did harm by washing the clots from the sinuses. Dr. Jardine did 
not think that Czesarean section was ever necessary. 

With regard to accidental hemorrhage, there were two forms, external 
and internal, or they might be combined. In the external variety, if the 
uterus was active it was best to rupture the membranes and then to 
massage the uterus; but if the haemorrhage continued, dilatation and 
rapid delivery should be resorted to. The Dublin School advocated the 
plug in all cases of external hemorrhage, on the principle that when the 
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pressure inside the uterus exceeded the blood-pressure the hemorrhage 
would cease, and with a normal uterus this quickly occurred when the 
blood was dammed back by the vaginal plug. But Dr. Jardine held it 
was just in those cases that the uterus was not normal, except when the 
hemorrhage was really from an accident. If the uterine contractions 
were strong, the plug was quite safe ; but otherwise there was, he believed, 
great danger of converting an external into an internal hemorrhage. 
For post-partum hemorrhage he now used suprarenal extract in the 
hot water. 

The internal or concealed form of accidental haemorrhage was most 
serious, and the outlook was bad. Rupturing the membranes only 
made matters worse, as the escape of liquor amnii made more room for 
bleeding. In these cases he believed the best treatment was Porro-Czsarean 
section. Fortunately, these cases were rare. Dr. Jardine also referred to 
the hemorrhage due to commencing rupture of the uterus and to hema- 
toma of the vulva occurring early in labour. 

Dr. RosBert Barnes said that, generally speaking, he agreed with what 
Dr. Jardine had said. In the treatment of placenta previa he had great 
faith in the elastic uterine dilator he had devised many years ago. He 
heartily approved of the method of turning and bringing down the 
buttock to act as a plug. 

Professor Simpson considered Dr. Jardine’s paper an eminently lucid 
and satisfactory exposition of many points concerning accidental and 
unavoidable hemorrhage. He referred to the carelessness of women 
with regard to losses of blood; they frequently allowed bleeding to go on 
during pregnancy without seeking advice, and then when they went into 
labour a comparatively small amount of hemorrhage was sufficient to 
prove fatal. He thought that with regard to accidental haemorrhage 
packing the vagina was very doubtful treatment. He thought dilatation 
of the cervix generally much better treatment, and this might be carried 
out by hydrostatic dilators or by Bossi’s dilator. Professor Simpson drew 
attention to the hemorrhage which sometimes occurred from very 
vascular decidue. 

Dr. Munro Kerr (Glasgow) said he had himself treated ten cases 
of placenta previa. He had no maternal mortality, but a maternal 
morbidity of two. In the ten cases four children had survived. He did 
not believe in palliative treatment for placenta previa, and even plugging 
was not always satisfactory. He had had seven severe cases of accidental 
haemorrhage, two being of the concealed variety. In all cases the mother 
had survived. All the children except one were born dead. He believed 
that plugging was in many cases excellent treatment, and later, when the 
os was dilated, turning or forceps. 

Dr. Berry Hart suggested the term ‘ overlapping’ for cases where 
the placenta ran on to the margin of the os externum. He was strongly 
in favour of bringing down one leg and then leaving the case to nature in 
cases of placenta previa. The patient could then be stimulated while 
the footling case was going on quietly. In accidental haemorrhage he 
believed in rupturing the membranes. 


15 
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Professor KyNnocu (Dundee) specially referred to the necessity for 
strict antiseptic precautions in cases of placenta previa. The patients 
were very liable to septic absorption. 

Dr. Haic Fercuson pointed out that if the hemorrhage from 
placenta previa came on before labour, one might be more tempted to 
palliate; but if labour had commenced, active measures should be 
taken to dilate the os and get down a leg. He said that the mortality 
from placenta previa in outside practice was 23 per cent.; in hospital, 
510 per cent. Was this due to difference in treatment ? With regard to 
accidental hemorrhage, he strongly believed in the Dublin method. He 
explained how the plug acted in these cases, and held that the packing 
must be most thoroughly done, otherwise it was ineffective. 

Dr. CuTHBERTSON (Glasgow) said that among the poor it was im- 
portant not to palliate too long, because they made so little of haemor- 
rhage. He used ergotine in every case. 

Dr. Hauctain said that with regard to palliative treatment in placenta 
previa he thought the condition should be explained to the patient, and 
she should decide whether she would have the pregnancy terminated or 
risk further hemorrhage. As to the management of post-partum hzmor- 
rhage after placenta previa, he strongly advocated plugging the lower 
uterine segment. Mere contraction of the uterus was not sufficient to 
control the hemorrhage. As to accidental hemorrhage, when this was 
external he believed in vaginal plugging ; but when it was concealed and 
excessive he thought Porro’s the best operation. 

The Presipent thanked the Fellows of the Glasgow Society for 
coming to the meeting, and congratulated Dr. Jardine on the lucid way in 
which he had opened the discussion. 


The Fellows of the two Societies then dined together, Dr. James 
RitTcHie in the chair. 





Reviews of Books 


REVIEWS OF BOOKS, 


Der Kunst DER Juno Lucina 1n Rom; Geschichte der Geburtshilfe von 
ihren ersten Anfangen bis zum 20 Jahrhundert, mit nicht verdf- 
fentlichten Dokumenten. (THE ArT oF Juno Lucina 1n Rome; 
a History of Midwifery from its Earliest Beginnings to the Twen- 
tieth Century, with documents hitherto unpublished). Von Pro- 
fessor Dr. G. Emilio Curatulo, Privatdocent der Geburtshilfe und 
Gynakologie an der Kéniglichen Universitat in Rom. (Berlin, 
1902, Hirschwald.) 

The times are past when midwifery was considered an unscholarly 
vocation. Many learned works on the history of obstetrics have appeared, 
such as Witkowsky’s, and ‘ Juno Lucina,’ by Professor Curatulo, is one of 
the finest of the latter-day products of obstetrical literature. 

The cult of Juno Lucina, invoked in Horace’s famous Carmen seculare, 
is described, and much interesting information is given concerning the 
midwives of ancient Rome. They held good positions in the Imperial 
Court, and were considered worthy of funereal epitaphs, several of which 
are reproduced in facsimile. In most of these inscriptions the departed is 
described as ‘ opstetrix,’ though ‘obstetrix’ is found in more than one 
instance. The superstitions about labour are of some interest. The 
literature of the principles and practice of midwifery in pagan Rome 
are discussed at length, and we find, of course, a great deal about Czsarean 
section, from its philology and relation to the name Cesar to its perform- 
ance in early days. 

Needless to say, a chapter is devoted to the impious and immortal 
memory of Pope Joan; but this legendary lady hardly comes under the 
domain of obstetrics, putting aside the bare fact that labour during a 
procession between the Colosseum and St. Clement’s revealed her sex. 
Hence, the author does not waste much space on her. The truth about 
Pope Joan, the girl of English family, Gerberta, born at Ingelheim, has 
not been revealed. For two centuries her bust (‘Giovanni VIII., una 
Donna dall’ Inghilterra’) was placed in order amidst the Popes in the 
cathedral of Sienna; it was removed in 1592 by order of Clement VIII. 
The legend probably referred to an old custom, not abolished until the 
end of the fifteenth century, to which newly-elected Popes had to conform, 
in order to avoid an error of sex. Possibly, we suspect, it might have 
really been intended to keep eunuchs out of the Chair of St. Peter. 

Professor Curatulo, admitting that in the early middle ages civilization 
was very low, nevertheless shows that the Popes often did much for 
obstetrics in later ages. Salerno at first saved medical science from 
extinction. In the eleventh and twelfth centuries that university taught 
a good deal about venesection, and sent qualified doctors to bleed several 
Popes ; but though its licentiates are recorded to have written at least two 
essays on obstetrical subjects, a writer of the time admits that he had 
never read or even seen these works. Several distinguished midwives, 
however, were known in those days, and one, Constanze Calenda, seems 
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to have received the degree of M.D. at Salerno; but no further details 
are known concerning her, and what that learned body thought about the 
registration of midwives has not been handed down to us. 

But the renaissance began early in Italy, and this revival of learning 
from the first affected obstetrics, for in 1315 Mondini de Luzzi dissected 
two female bodies, and described the os uteri. Swine were still studied 
for anatomical purposes in his day. One generation later saw the initia- 
tion of something like systematic instruction in obstetrical science. For 
this advance Bologna must claim the chief credit. The Popes did much 
in aiding medical science during the earlier renaissance. Professor 
Curatulo devotes a large part of his treatise to an account of Papal 
support of medical teaching between 1300 and the annexation of the 
Eternal City to the Kingdom of Italy in our own time. The glorious 
share which Italy can claim in promoting the study of anatomy is known 
to every student of medicine, the names of Italian teachers being immor- 
talized in anatomical nomenclature. Much light is thrown by the author 
on two illustrious fellow-countrymen—Scipione Mercurio and Francesco 
Asdrubali. Mercurio was born about 1540, and wrote a comprehensive 
treatise on midwifery. Asdrubali, on the other hand, wrote early in the 
nineteenth century, and is rightly claimed by the Italians as one of the 
forefathers of modern obstetrics. The concluding chapters of ‘Juno 
Lucina’ contain much about the opinions of these two worthies and their 
teachings as contrasted with modern views. Some interesting documents 
concerning medical teaching towards the end of the days of the Papacy 
are appended. According to Taine, obstetrical teaching was at a very low 
ebb in the middle of the nineteenth century. Pius IX. did a little towards 
encouraging the art ; indeed, he instituted a maternity department, which 
was attached to the hospital of San Giovanni. Two Cesarean sections 
were performed in 1862; the abdominal wound was not sutured, but 
simply held together by strapping ! 

‘ Juno Lucina’ is a scholarly work, which every medical library ought 
to possess. 
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